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THE ROUTLEDGE HISTORY OF DISEASE 


The Routledge History of Disease draws on innovative scholarship in the history of medicine 
to explore the challenges involved in writing about health and disease throughout the past and 
across the globe, presenting a varied range of case studies and perspectives on the patterns, 
technologies and narratives of disease that can be identified in the past and that continue to 
influence our present. 


Organized thematically, chapters examine particular forms and conceptualizations of 
disease, covering subjects from leprosy in medieval Europe and cancer screening practices in 
twentieth-century USA to the ayurvedic tradition in ancient India and the pioneering studies of 
mental illness that took place in nineteenth-century Paris, as well as discussing the various 
sources and methods that can be used to understand the social and cultural contexts of disease. 
The book is divided into four sections, focusing in turn on historical models of disease, shifting 
temporal and geographical patterns of disease, the impact of new technologies on categorizing, 
diagnosing and treating disease, and the different ways in which patients and practitioners, as 
well as novelists and playwrights, have made sense of their experiences of disease in the past. 


International in scope, chronologically wide-ranging and illustrated with images and maps, 
this comprehensive volume is essential reading for anyone interested in the history of health 
through the ages. 


Mark Jackson is Professor of the History of Medicine at the University of Exeter. His 
publications include The Age of Stress: Science and the Search for Stability (2013), The 
Oxford Handbook of the History of Medicine (ed., 2011), Asthma: The Biography (2009), 
Health and the Modern Home (ed., 2007), Allergy: The History of a Modern Malady (2006), 
Infanticide: Historical Perspectives on Child Murder and Concealment 1550-2000 (ed., 
2002), The Borderland of Imbecility (2000), and New-born Child Murder (1996). 
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1 
PERSPECTIVES ON THE HISTORY OF DISEASE 


Mark Jackson 


There is arguably no more important object of historical enquiry than the fluctuating 
manifestations and meanings of disease. Agents of pain, distress and death throughout the 
history of the world, diseases have not only reflected the customs, behaviours and lifestyles of 
populations, but have also in turn impacted on the lives and fortunes of individuals, families, 
communities, and nations. On the one hand, patterns and experiences of disease have been 
shaped by the demands of trade, by the import, export and consumption of commodities, by the 
transport of animals and the migration of peoples, and by the effects of warfare, work and 
living conditions. Such links between disease and circumstance betray the impact of hunger, 
poverty, overcrowding, and sometimes leisure and luxury, on health and happiness. On the 
other hand, the symptoms and consequences of disease have in turn dictated personal and 
collective destinies, determining the outcome of conflicts, the inheritance of thrones and family 
estates, and the capacity to impose or resist values, norms and judgements. The designation of 
certain physical and emotional states as diseases has been used to marginalise, disenfranchise 
and subordinate sections of the population, to liberate or legitimate particular classes and 
professions, and to create and protect identities, agency and power. 


In spite of our awareness of their historical significance and in spite of unrelenting efforts to 
prevent, control or eradicate diseases across periods and cultures, disease is difficult to define 
in either theoretical or practical terms. Diseases are not fixed entities: they change biologically 
in response to environmental conditions; and they are understood, experienced and responded 
to in strikingly different ways within different cultural and social contexts. What constitutes a 
specific disease in one place and time might be disputed in another, reflecting not only 
contrasting ecological circumstances and lifestyles, but also distinctive theoretical models, 
cultural values, social and political constraints, technological capabilities, and individual and 
collective expectations. As economic and political powers have shifted, so too has the locus of 
authority to name, define and manage disease. From this perspective, the history of disease 
(and the wider history of medicine) must necessarily be a social and cultural history, one that 
situates diseases in their immediate and historical contexts rather than privileging disease as a 
category external to, and unmediated by, social conventions and material conditions. 


Explanations, experiences and patterns of disease have directed the focus of historians of 
medicine as well as the efforts of biomedical scientists, governments, charities, and health- 
care services. The impact of disease on historical scholarship can be understood, in the 
broadest possible sense, as political. Both Allan Brandt and Virginia Berridge have 


emphasised the manner in which the challenges and fears created by the AIDS epidemic 
transformed the history of medicine as much as they changed the aspirations and paradigms of 
public health.? Similarly, the accelerating epidemiological shift from infectious to non- 
infectious degenerative disease across the twentieth century encouraged a turn towards 
histories of the chronic scourges of modern populations, such as cancer, heart disease, 
allergies, diabetes, and arthritis, which together accounted for an increasingly large proportion 
of illness and death particularly in industrialised regions of the world.4 Like scientists and 
doctors, then, historians of medicine are clearly influenced by the ‘questions, approaches, and 
concerns’ of the present, as much as by those of the past.2 The link between disease and 
historical research can also be personal. As the prefaces and acknowledgements of many 
scholarly monographs testify, an historian’s choice of subject, period and place is often, 
perhaps necessarily, dictated by their own experiences and interests as well as by a spectrum 


of contemporary medical and political concerns.® 


Disease has occupied a pivotal place in most histories of medicine. In some cases, a 
relatively well-recognised disease has been the explicit focus of analysis: fine studies exist of 
diseases as diverse as cholera, smallpox, salmonella, plague, tuberculosis, lung cancer, 
malaria, polio, silicosis, leprosy, diabetes, gout, syphilis, madness, haemophilia, breast 
cancer, influenza, sickle cell anaemia, mania, and AIDS.2 Although there are methodological 
and conceptual challenges posed by writing histories of what are generally regarded as distinct 
and discrete diseases,? the best studies move beyond naive notions of diseases as natural 
categories to explore the manner in which the naming and framing of diseases have been social 
and cultural enterprises that carry significant personal and political weight. In other histories 
of medicine, disease lingers either abstractly or concretely in the shadows of studies that have 
focused more directly on the processes of medical professionalisation, the development of 
state and charitable welfare services, the rise of national institutions and international health 
agencies, the politics of imperialism, and the impact of economic and environmental 
inequalities on health and well-being in a variety of geographical, cultural and chronological 
settings.2 Written from an alternative perspective than more intentional histories of disease, 
these studies too reveal the contingent and contested nature of medical knowledge, health 
policies, clinical practices, and patient experiences. 


Although much has been accomplished by historians tracing and situating patterns of disease 
in the past, there remain significant empirical, conceptual and historiographical challenges to 
the historical reconstruction of models, patterns and experiences of disease. In a provocative 
essay intended to set out a methodology for exploring the interlinkages between biology and 
culture in histories of disease, Charles Rosenberg pointed out some decades ago that we ‘need 
to know more about the individual experience of disease in time and place, the influence of 
culture on definitions of disease and of disease in the creation of culture, and the role of the 
state in defining and responding to disease’.1? As the chapters in this volume testify, in the 
intervening years historians have energetically addressed many of the substantive questions 
raised by Rosenberg. In particular, scholars have begun critically to utilise a richer array of 
sources, including case notes, personal correspondence, memoirs and visual media, in order to 


reveal the expectations and experiences of patients and their doctors and to integrate patient 
narratives into broader contextual studies. Yet, in spite of successful engagement with much 
of Rosenberg’s research agenda, historians have remained divided on an appropriate or 
consistent conceptual approach to writing histories of disease. While individual contributions 
in this volume give witness to the depth and diversity of recent scholarship, the aim of this 
introduction is to establish some of the key historiographical perspectives that have dominated 
the field in order to provide a framework for engaging with the substantive studies that follow. 


Framing histories of disease 


Histories of medicine and disease have always been methodologically diverse. Older, more 
traditional histories of medicine tend to regard disease as a stable ontological category, 
determined by immutable biological characteristics and largely unaffected by shifting social 
and cultural contexts. In Disease and History, for example, first published in 1972 and 
appearing in a revised form in 2000, Frederick Cartwright and Michael Biddiss explore ‘some 
of the many maladies which have afflicted the world’ in order to ‘illustrate their effect not only 
upon historically important individuals but also upon peoples’ ./? In a sweeping narrative that 
stretches from the ancient to the modern world, the authors trace in turn the roles of the Black 
Death, syphilis, smallpox, typhus, cholera, tuberculosis, malaria, haemophilia, ‘mob hysteria’ 
in Nazi Germany, and AIDS in shaping major military, political, colonial, and social events. 
Cartwright and Biddiss’s approach is not without its merits: written evocatively for a general 
audience, it effectively situates health, medicine and disease within a rich tapestry of historical 
continuities and change, reminding historians of medicine to engage fully with the social, 
political and economic histories of their period. 


There are, however, limitations to this approach. In the first place, many broad essentialist 
histories of medicine, like Disease and History, focus almost exclusively on the impact of 
human disease on Western societies, ignoring vast regions of the world in which animal and 
human diseases were manifest, experienced and understood in different ways. Secondly, such 
histories sometimes adopt judgemental tones in their evaluation of past practices and 
behaviour. Cartwright and Biddiss, for example, too readily dismiss Galen’s ‘huge collection 
of noisome and useless remedies’ and blame the modern resurgence of syphilis in Britain and 
North America unproblematically on ‘the sheer carelessness of young people’ during the 
1960s, without reflecting more closely on the contextual determinants of either clinical efficacy 
in ancient Greece and Rome or sexual behaviour in the modern world. 


More significantly, however, in the present context, such works display a tendency to 
retrospective diagnosis, that is, a propensity to project current scientific knowledge onto the 
past without considering contemporary diagnostic fashions and disputes. Used either to 
diagnose the diseases of great men, such as Socrates, Beethoven, Napoleon, George III, 
Charles Darwin and Frederic Chopin, or to establish continuities in the aetiology and 
pathology of what are regarded as singular diseases, retrospective diagnosis has been widely 
criticised by social historians of medicine. Both ‘pathographies’ of individuals and 


‘biographies’ of disease have been dismissed as populist and presentist accounts of the past, as 
insufficiently attentive to change across time, or as forms of unsubstantiated anachronistic 
speculation. There is some truth in these accusations. Retrospective diagnosis certainly carries 
ontological and epistemological dangers, serving to reduce illnesses to biological categories 
alone, to reify and venerate current diagnostic nosologies, and to ignore the cultural contexts of 


health and disease./4 


Yet, retrospective diagnosis need not be as antithetical to the disciplinary conventions of 
history as critics have suggested. History is retrospective: we write about the monarchy, the 
Crusades, the working classes, the Church, the Labour party, fascism, the media and 
colonialism in the past and present as if these labels and concepts too have some categorical 
continuity and stability across time and without forever needing to question or qualify subtle 
(or even manifest) semantic and structural shifts. Historians regularly impose present 
knowledge on past beliefs and experiences, and the impacts of subjective personal 
perspectives are often explicitly acknowledged by scholars. To argue that retrospective 
diagnosis prioritises biological knowledge of disease at the expense of objective ‘historical 
understanding’, as some scholars have insisted, is a disciplinary conceit: the history of 
medicine is no less ‘historically fashioned’ or less subjective than the modern science and 
medicine that historians often wish to denigrate? Perhaps more importantly, however, critics 
of retrospective diagnosis restrict the potential for history to help answer pivotal questions 
about continuities as well as change: How do we account for the adoption of shared languages 
of disease in different periods and different cultures? How do we explain commonalities (as 
well as differences) in experience, of breathing difficulties, pain and mental distress for 
example, across time and space? And how do we understand bio-archaeological evidence that 
demonstrates the presence in skeletal remains of micro-organisms that possess the same 
genetic characteristics as those found in patients now? Although we clearly need to recognise 
the historical contingency of diagnostic and recording practices and the instability of disease 
categories, uncritical rejection of retrospection and the unrestrained pursuit of relativist 
accounts of disease limit the capacity of historians to contribute to debates about the 
emergence and spread of epidemics, for example, or their ability to interrogate and evaluate 
national and international strategies for disease control.1® 


Trenchant criticism of retrospective diagnosis has not completely eroded scholarly interest 
in writing ‘biographies of disease’. Indeed, some expansive and well-received studies of 
singular diseases (or disease categories) have been published in high-profile series in recent 
years./2 However, in an attempt to overcome the problems associated with linear narratives of 
medical progress and to align the history of medicine more comfortably with the analytical 
tools of social and cultural history, since the 1980s historians of medicine have elaborated new 
methodological frameworks that more clearly problematise the production of medical 
knowledge and emphasise the social, political, economic and cultural dimensions and 
determinants of health and illness. The most well-recognised approach, neatly elaborated by 
Ludmilla Jordanova in a seminal article published in Social History of Medicine in 1995, is 
social constructionism. Drawing on the analytical and political perspectives of the history and 
philosophy of science, the sociology of knowledge, cultural anthropology, Marxist histories, 


and feminist critiques of medical authority, social constructionism emphasises ‘the ways in 
which scientific and medical ideas and practices are shaped in a given context’. According to 
Jordanova, the challenge for historians of medicine is to ‘conceptualize, explain and interpret 
the processes through which this happens’ by using the same ‘ideas and frameworks that other 
historians employed, such as state, class, imperialism, patronage and so on.’/8 


Social constructionism has impacted significantly on histories of medical ideas, studies of 
professionalisation and institutional development, and accounts of the design, implementation 
and reception of health policies. It has made possible more sophisticated analyses of doctor— 
patient relationships, the division of medical labour, and the cognitive dimensions of 
medicine.12 However, while it certainly allows us to understand diagnosis as a social process, 
one that is relational and culturally specific, social constructionism has contributed less 
obviously to the history of disease, since it tends to minimise the biological parameters of 
disease and diminish historical interest in everyday, lived experiences of illness, pain and 
death. An alternative historiographical framework that more specifically addresses the 
challenges raised by writing histories of disease is Charles Rosenberg’s concept of ‘framing’. 
In a series of publications in the 1980s and 1990s, Rosenberg rejected the belief that diseases 
can be readily reduced to stable organic entities, arguing for a more complex and fluid 
understanding of how diseases have been ‘framed’ historically: 


Disease is at once a biological event, a generation-specific repertoire of verbal constructs reflecting medicine’s 
intellectual and institutional history, an aspect of and potential legitimation for public policy, a potentially defining element 


of social role, a sanction for cultural norms, and a structuring element in doctor/patient interactions.22 


Deliberately distancing his approach from ‘social constructivism’, a term that he regarded as 
tautological and overly associated with particular forms of cultural criticism, Rosenberg 
encouraged historians to use the ‘less programmatically charged metaphor’ of framing to 
challenge the plausibility of medical models, to expose more convincingly the ways in which 
‘framing options are not equally available’ to everyone, to recognise the role of diseases as 
‘actors’ in social processes, and to re-evaluate claims that medicalisation is necessarily part of 
‘an oppressive ideological system’. Rosenberg’s formulation is broadly seductive. His 
emphasis on the ways in which diseases are ‘framed’ in biological and cultural terms allows 
us to sharpen our focus on the ‘nexus between biological event, its perception by patient and 
practitioner, and the collective effort to make cognitive and policy sense out of those 
perceptions’.*! It also reminds us to acknowledge aspects of the history of medicine that can 
otherwise be overlooked or disregarded: the ‘process of disease definition itself’; and the 
consequences of those definitions in terms of individuals, communities, and structures of 


care.22 


Rosenberg’s approach was not entirely original, but owed much to the historical 
contextualism of the Russian-born historian of medicine Owsei Temkin (1902-2002), 
particularly to his careful delineation between suffering, illness and disease and _ their 
formative impacts on medicine.*? Nor is the notion of framing necessarily less politically 
charged than social constructionism, since both offer similar exhortations to reconcile biology 


and culture in some way, or at least to recognise more overtly the cultural dimensions of 
biological knowledge.”4 It is the case, however, that Rosenberg provided a more explicit 
framework for writing histories of disease, as opposed to histories of medicine. In particular, 
he set out many of the key questions and domains of enquiry that have preoccupied 
contemporary scholars. Although some of the lacunae that Rosenberg identified have been 
partially addressed in recent years, many remain to be fully explored. We still need to 
understand in greater detail: the cultural specificity of models of disease and their real-world 
consequences; the evolution of governmental and professional strategies for monitoring and 
addressing patterns of disease, mortality and morbidity; the organisational, bureaucratic, 
ethical and technological determinants and effects of scientific investigation and medical care; 
the commonality and diversity of personal experiences of disease; the construction and 
performative power of heterogeneous narrative forms that incorporate subjective, cognitive 
and emotional, as well as biological, dimensions of health and illness; and the means by which 
individuals, families and communities mobilise both history and biography to challenge 
dominant political paradigms and normative scientific models of disease.” It is these facets of 
disease in the past and present, as well as the rapprochement between biology and culture that 
they invite, that have framed this volume. 


Perspectives on disease 


Just as there is no single way of defining, interpreting, experiencing or managing disease, there 
is similarly no ideal method for writing histories of disease. The chapters in this book clearly 
demonstrate that historians have employed a variety of sources, methods and approaches to 
reveal the changing manifestations and meanings of an eclectic range of diseases across time 
and space. While they acknowledge at once the cultural complexities, ambiguities and 
contingency of diagnosis and treatment, contributors to this volume also recognise the realities 
of suffering, illness, pain and death caused by disease. Indeed, integrating these two 
perspectives, one focusing more heavily on the political and epistemic aspects of categorising 
disease and the other on the personal and existential dimensions of illness, provides a fruitful 
opportunity to reconcile alternative historiographical ambitions and to understand relativist 


and essentialist approaches to illness and disease as two sides of a similar coin.” 


At one level, historical studies demonstrate that ‘disease’ has always been an elusive 
category that ‘does not exist as a social phenomenon unless we agree that it does’.2” From this 
perspective, the processes of identifying, naming, explaining and treating disease, or of 
distinguishing between normal and pathological states, are culturally specific and contingent on 
a diversity of social, political, professional, economic and technological factors.2® As several 
chapters in this volume indicate, one of the key tools of analysis for historians, sociologists, 
philosophers and anthropologists of medicine interested in how knowledge about disease has 
been constructed and legitimated is the notion of ‘medicalisation’, a term that has been used 
variably to describe the expansion of medical expertise and authority, the manner in which 
elements of everyday life (including birth, sex and death) become increasingly subject to 


scientific explanation and management, and the conversion of previously social and moral 
problems into diseases.22 In many histories of medicine and disease, medicalisation has been 
construed as a repressive force, one that has served historically to discriminate, marginalise, 
stigmatise, control and punish certain sections of the population, to demonise and pathologise 
forms of behaviour deemed to be deviant or transgressive, to promote and consolidate 
conspiratorial alliances between doctors, the state and the pharmaceutical industry, and 
increasingly to reinforce the reactionary political aspirations of neo-liberalism. Medicine, at 
least in Western countries it has been argued, has gradually (and perhaps inappropriately) 
displaced religion and law as a repository of truth and as the principal architect of social 


values, cultural norms, and political prescriptions.=2 


It is relatively straightforward to identify case studies that not only reveal the cultural 
contingency of diagnosis, but also support political critiques of medical imperialism and the 
dominance of medical models of disease. During the course of the twentieth century, for 
example, experiences of anxiety and stress, symptoms of the menopause, diverse forms of 
sexuality, educational difficulties, parenting and hyperactivity all became subject to bio- 
scientific interpretation and medical management, at least in the industrialised Western 
world.2+ Propelled partly by concerns about preserving social stability and economic 
productivity in the face of sweeping cultural change and technological development, but also 
by demands from individuals, families and advocacy groups, the identification and legitimation 
of new diseases and medical intervention into facets of everyday life have on occasion 
effectively served to highlight needs and to mobilise the medical, educational and welfare 
resources required to address previously under-recognised inequalities in health-care. At the 
same time, however, medicalisation appears to have had its costs. Determined by presumptions 
about class, gender and race and by relatively unreserved beliefs in the ability of science and 
technology to improve lives, the process of medicalisation appears to have ceded inordinate 
levels of power to the medical profession to define and manage social problems, reinforced 
the control of diagnostic technologies and treatment options by multinational corporations, 
facilitated entrepreneurial exploitation of suffering, and silenced individual narratives of 
illness even while promoting individual responsibility for health.24 


Recently, there have been attempts to move beyond preoccupations with medicalisation as a 
negative force, or at least to mobilise that notion in more neutral and constructive ways. 
Arguing that medicalisation ‘has become a cliché of critical social analysis’ that obscures as 
much as it reveals about medicine and disease, Nikolas Rose has suggested that the concept 
should be regarded as a point of historiographical departure, rather than arrival: ‘The term 
medicalisation’, he wrote in 2007, ‘might be the starting point of analysis, a sign of the need 
for an analysis, but it should not be the conclusion of an analysis’.2? With this in mind, 
humanities scholars have turned increasingly to alternative understandings and accounts of 
disease in the past and present, exploring it not merely in terms of the prevailing cultural norms 
that shape scientific and medical knowledge, but also in terms of what it is (or what we 
believe it is) that makes us feel ill, generates physical and emotional pain, and causes death. 
Regarding disease as a lived experience that constrains our ability to function and frustrates the 
pursuit of happiness requires fresh perspectives that draw on and interrogate historically 


contingent cultures of health and sickness, as well as examining and situating individual and 
collective narratives of pain and illness. As Mark Harrison has pointed out in a reflective 
reappraisal of global histories of health, medicine and disease, one of the benefits of focusing 
on health and illness, rather than exclusively on disease, is that it increases our awareness of, 
and attention to, the subjective and material elements of experience, a perspective that is also 
beginning to generate new paradigms of public health.24 Of course, personal experiences of 
health and disease are no less culturally contingent than medical knowledge, but attention to the 
subjective elements and impacts of disease offers opportunities to escape from the relativism 
that infects some histories of medicine. 


These two elements of diseases and their histories (the epistemological and the 
phenomenological) are not disconnected, but they are at times and in critical ways 
distinguishable. There are many historical examples of contradictions between scientific 
knowledge of disease and personal experiences of illness. It is evident from patient narratives, 
for example, that throughout the twentieth century some people suffered from chronic fatigue in 
a manner that impinged on every aspect of their lives, curtailing their capacity to work, to 
pursue leisure activities, or to sustain relationships and family responsibilities. Yet, there 
remained doubts about the validity of their symptoms, at least in terms of whether or not they 
were suffering from a legitimate ‘disease’, that is, a condition that, from the perspective of 
orthodox Western medicine, had a discernible aetiological and pathological identity. Labelled 
during the 1980s and 1990s as myalgic encephalomyelitis (ME), chronic fatigue syndrome 
(CFS), or more dismissively as ‘yuppie flu’, chronic fatigue has been variably understood as a 
post-viral syndrome, a neurological or neuromuscular disorder, or a manifestation of 
psychiatric illness or personality disorder.22 Confusion about the cause, conflicts between 
patients and practitioners about the ‘reality’ of the condition, and scepticism about the 
biological determinants of chronic fatigue reveal much about late- twentieth-century accounts 
of disease: the ascendancy of expert over lay explanations of disease; the clinical, political 
and economic hegemony of somatic over psychological illnesses; and the especially potent 
matrix of biomedical reductionism that has dictated the legitimacy of disease categories and 
the distribution of resources in the modern Westernised world. 


It should be clear that any history of disease needs to incorporate multiple perspectives, to 
consider the existential as well as the epistemological, the individual and epidemiological as 
well as the conceptual, ideological and technological dimensions of health, illness and disease 
in specific historical and cultural settings. The overall structure of this volume and its 
particular contributions reflect this challenge. The sections that follow aim to address some of 
the deficits in knowledge and methods identified by Rosenberg in 1989, by examining in turn 
the models, patterns, technologies and narratives of disease that have shaped, and been shaped 
by, the experiences, beliefs, emotions, norms, values, knowledge, lifestyles, bodies and 
environments of past and present populations. The themes explored throughout the book are 
inter-related and complex: models, patterns, technologies and narratives have not been 
mutually exclusive, but have co-constituted contemporary understandings, experiences and 
consequences of disease. Nor are these categories of analysis simple products of history; 
rather, they serve here as heuristic devices that enable historians and other scholars in the 


humanities to acknowledge the multiple determinants and elements of disease. 


One of the key challenges for historians of medicine has been to explain both continuities 
and changes in models of disease. In the late nineteenth and early twentieth centuries, it was 
customary to regard diabetes, a disease that had been described clearly in ancient Egyptian, 
Indian and Greek manuscripts in terms of the production of excessive amounts of sweet urine, 
as a product of emotional stress. In various studies of emotions and disease, the American 
surgeon George Washington Crile (1864-1943), for example, argued that the emotional 
difficulty of adapting to the pace and stress of modern life led to the discharge of nervous 
energy, organic changes in the brain, liver and adrenal glands, and the appearance of somatic 
disease: ‘Chronic emotional stimulation’, he wrote in 1914, ‘may fatigue or exhaust the brain 
and may cause cardiovascular disease, indigestion, Graves’ disease, diabetes, and insanity 
even’.“° Crile’s formulation of emotions and disease owed much to the work of the Harvard 
physiologist Walter Bradford Cannon (1871-1945), whose laboratory studies of traumatic 
shock, digestion, the autonomic nervous system, the adrenal medulla and homoeostasis 
similarly suggested a connection between the emotional stress of job insecurity, bereavement, 
war and infidelity, on the one hand, and the appearance of organic diseases such as diabetes, 
thyroid disease and asthma, on the other.2’ Crile and Cannon were not alone in linking 
emotions to diabetes. Not only was diabetes thought to be more common among Jewish 
businessmen, who supposedly possessed greater emotional lability and were subject to 
extreme job stresses, but the presence of sugar in the urine was also regarded as indicative of 
emotional disturbance: ‘It is interesting to be able to measure the power of emotion in terms as 
tangible as ounces of sugar’, wrote the American physician R. T. Woodyatt in 1927.8 


Models of diabetes that foregrounded the impact of emotions were gradually, but only 
partially, superseded in the twentieth century by organic accounts of aetiology and 
pathogenesis following the isolation and purification of insulin in 1922.% Increasingly, 
scientific and clinical attention focused on the accurate identification of raised blood sugar and 
early intervention with insulin injections to preclude the long-term cardiovascular and 
neurological consequences of the disease. Understood more clearly in terms of genetic and 
lifestyle factors, rather than chronic emotional stimulation, diabetes became one of the 
archetypal diseases of modern civilisation, a condition thought to be triggered by the rising 
consumption of sugar and fast foods, escalating levels of obesity, and the sedentary nature of 
Western ways of life. How do we accommodate these shifting approaches to diabetes in our 
histories of medicine? How do we balance stories of scientific advances, which have 
identified many of the genetic and metabolic features of diabetes with greater clarity, against 
awareness that understandings and definitions of, as well as attitudes to, diabetes have been 
framed by the values attached to specific lifestyle choices, certain body shapes, and levels of 
individual responsibility? How do we merge the biological and cultural, the epidemiological 
and personal, dimensions of diabetes in order to explain shifting models, patterns, experiences 
and treatments of the disease? Chapters in Part I of this volume address precisely these kinds 
of questions, exploring in turn ancient Greek and ayurvedic models of disease that emphasised 
the importance of humoral balance to health, adjacencies and conflicts between religious, 
magical and medical paradigms, the fluctuating fortunes of theories of contagion, shifting 


appreciation of the role of emotions in mental illness, and the medicalisation of deviance. 


Diseases have rarely respected local, regional or national borders. Infectious diseases have 
commonly followed the passage of animals, people and consumables. Arguably more complex 
aetiologically, a number of chronic non-infectious diseases appear to have spread globally 
through the adoption and adaptation of Western lifestyles, including the consumption of 
tobacco, alcohol, refined sugars and saturated fats and increased levels of environmental 
pollution. Interpreting patterns of disease can be difficult. Prior to the mid-nineteenth century, 
hay fever was a rare condition that was thought initially to be triggered by sunshine, physical 
exertion and exposure to grasses, flowers and animals and was diagnosed predominantly 
among the educated, elite classes of Western industrialised countries. During the second half of 
the century, hay fever appeared to be becoming increasingly common among all classes, a trend 
attributed by the British general practitioner and homoeopath Charles Blackley (1820-1900) to 
greater medical and popular attention to the disease rather than to increased prevalence. Along 
with some American physicians, Blackley identified pollen as the principal immediate cause 
of hay fever and advocated avoidance by retreating to the coast or the mountains, or remaining 
indoors, during the summer months.“ 


It is difficult to explain the subsequent explosion of hay fever among modern populations, 
affecting men and women, poor and rich, and people in the East and West almost equally. In the 
late 1980s, the epidemiologist David Strachan proposed a theory to explain historical and 
contemporary patterns of hay fever that merged biological and cultural factors. ‘Of the 16 
perinatal, social and environmental factors studied’, he wrote, ‘the most striking associations 
with hay fever were those for family size and position in the household in childhood.’*! The 
more children there were in a family and the greater number of older siblings, the lower the 
prevalence of hay fever. What became known as the ‘hygiene hypothesis’ provided a 
speculative explanation for social, geographical and historical trends: 


Over the past century, declining family size, improvements in household amenities, and higher standards of personal 
cleanliness have reduced the opportunity for cross infection in young families. This may have resulted in more widespread 


clinical expression of atopic disease, emerging earlier in wealthier people, as seems to have occurred for hay fever.42 


Although Strachan later expressed doubts about the validity of the hygiene hypothesis, the 
possibility that there was a downside to modern Westernised lifestyles (in terms of living 
standards, domestic environments, diet, and indeed the expanding powers of scientific 
medicine) attracted attention from clinicians, epidemiologists, journalists and the public keen 
to explain trends in both infectious and non-infectious diseases, a process that perhaps itself 
served to promote anxiety about certain diseases and increase the likelihood of diagnosis. Yet, 
questions still remain about the relative contributions of biological, environmental and socio- 
cultural factors to historical patterns of diseases. In Part II of this volume, contributors explore 
such issues from a variety of historical and historiographical perspectives. Taking into account 
the cultural determinants of diagnosis and lived experiences of disease, chapters in this section 
examine the appearance, spread and political significance of pandemics, animal diseases, 
plague, cholera, yellow fever and rickets, as well as the role of race, social geography, 


political ideology, built environments, and climatic conditions in shaping patterns and 
explanations of disease in various regions of the world. 


In 2002, Charles Rosenberg examined the pivotal role of diagnosis in defining and managing 
disease during the closing decades of the twentieth century. Linked closely to prevalent beliefs 
that diseases constituted specific ontological entities (evident, for example, in successive 
issues of the Diagnostic and Statistical Manual of Mental Disorders and the International 
Classification of Diseases), modern diagnostic practices, he argued, had become ‘increasingly 
technical, specialized, and bureaucratized’.“ Diagnosis was not limited to a self-contained 
medical sphere of activity, but was also ‘a bureaucratic and emotional necessity’, Rosenberg 
suggested, ‘not easily disaggregated from the technical capabilities’ of contemporary 
societies.2 Partly determined by efforts to address established and emerging patterns of 
sickness, new technologies also made possible the creation of new disease categories and new 
forms of treatment that have reshaped our beliefs and expectations in, and our commitment to, 
medical authority. In some ways, then, medical technologies have themselves expanded the 
range of diseases either by fragmenting older nosologies or by classifying previously inchoate 
collections of symptoms into more clearly defined, if perhaps arbitrary, disease categories. 
From this perspective, the history of disease is at least in part the history of diagnosis. 


Examples of the indispensability (or what Rosenberg referred to as the ‘tyranny’) of 
diagnosis and the consequences of technological and bureaucratic encroachments into medical 
practice are legion. The elaboration of allergy (or hypersensitivity) as a distinct collection of 
diseases with a shared pathological basis in the early twentieth century, for example, was a 
direct product of clinical and laboratory investigations of serum sickness caused by the 
immunisation protocols for infectious diseases that had been developed in Europe in the wake 
of the rising professional and political appeal of germ theories of disease in the late nineteenth 
century.“° The subsequent division of hypersensitivity reactions into four types according to 
demonstrable immunological mechanisms was not only driven by dissatisfaction with what 
were regarded as loose clinical definitions of allergy, but also determined by techniques 
developed in the laboratories of British pathologists.4” In 1967, the identification of IgE as the 
antibody responsible for conditions such as hay fever and food allergies was made possible 
only by the availability of innovative methods of radioimmunoassay.” In all of these cases, 
technological invention led to new disease classifications, more targeted forms of treatment, 
fresh administrative approaches to measuring, preventing, and managing disease, and 
opportunities for commercial exploitation as pharmaceutical companies endeavoured to 
expand markets and boost profits. Contributors to Part III reflect on the social and cultural 
dimensions of the scientific and bureaucratic technologies that have served to redefine our 
understandings and experiences of disease from the eighteenth through to the early twenty-first 
century. Chapters focus in turn on disability and prosthetics, pain and rehabilitation, cosmetic 
surgery, cancer screening, medical bacteriology, tuberculosis, the management of diabetes, and 
venereal disease amongst homosexually active men prior to the advent of AIDS. 


The French novelist Marcel Proust (1871-1922) suffered his first severe attack of asthma 
when he was nine years old, while he was out walking with his family in the Bois de 


Boulogne. Along with a number of other complaints, asthma dominated Proust’s life, leading to 
prolonged periods in bed, shaping some of the characters in his novels, driving him to consult 
prominent European physicians, and prompting his attempts to control the symptoms of 
gasping, coughing and choking with anti-asthma cigarettes and fumigations of his cork-lined 
Parisian apartment with stramonium.“? Proust recounted his experiences of asthma in letters to 
his friends and his mother, to whom he wrote on an almost daily basis until her death in 1905.2 
Recognising the emotional, as well as environmental, triggers of his condition, he compellingly 
described the ‘violence and tenacity’ of acute asthma attacks, the incessant ‘gasping for breath’ 
that sometimes prevented him from writing, his inability to sleep, and his desperate pursuit of 
more effective treatments. Proust’s portrayals of asthma were clearly contingent, shaped by the 
nature and boundaries of contemporary medical knowledge as well as by his own temperament 
and circumstances. At the same time, however, his descriptions of asthma bear remarkable 
similarities both to ancient Greek and Roman accounts of asthma and to the results of early- 
twenty-first-century surveys of the symptoms, frequency and severity of asthma attacks amongst 
modern populations. From this perspective, it would appear that, in spite of changing medical 
models and treatments, the physical symptoms, existential impact, descriptive language and 
symbolic significance of asthma have remained relatively constant.2! 


Proust’s literary and epistolary narration of his asthma reminds us that there are alternative, 
subjective narratives of illness that we need to accommodate in our histories, philosophies and 
sociologies of disease. Analysing letters, patient case books, newspapers, digital media, 
memoirs and novels as ‘literary and epistemic genres’ that develop ‘in tandem with scientific 
practices’ allows us to glimpse lived experiences of disease, to explore the ways in which 
burdens of disease have been borne, to recognise the manner in which dominant models, norms 
and values are adopted, adapted and contested by patients, families and health-care 
practitioners, and perhaps more expansively to merge biography with history.2* Chapters in the 
final section of this volume pay attention to those dimensions of illness and disease that are too 
frequently ignored or evaded in many histories of medicine. Mobilising sources and methods 
from across the humanities, contributors examine in turn the construction of links between 
leprosy and identity in the Middle Ages, the practice of consulting by correspondence in early- 
modern France, the construction of clinical narratives of ‘the shaking palsy’ or what became 
known as Parkinson’s disease, the richness of digital narratives of migraine, the role of doctors 
in framing the psychological illnesses suffered not only by their patients but also by 
themselves, shifting notions of contagion in twentieth-century literature, the impact of 
combining visual images and text in representations of disease in graphic novels, and ways of 
reflecting on the challenges of living well within the constraints of illness and disability. As 
Havi Carel points out in the final chapter, careful analysis of narratives of health and illness 
offers scholars opportunities to reconcile tensions between generalised knowledge claims, on 
the one hand, and individual experiences, on the other, and to understand more fully the 
elements of both change and continuity in the history of disease. 


Conclusion 


This volume is neither an encyclopaedia nor a complete compendium of diseases.22 Rather it 
presents a series of case studies, which together form a kaleidoscope of perspectives on the 
models, patterns, technologies and narratives of disease that can be identified in the past and 
that, to some extent, continue to structure our present. While most chapters focus on the 
manifestations and meanings of particular conditions or on the geographical and chronological 
circulation and subjective experiences of certain diseases, as an entity in itself disease often 
appears only at the margins of analysis. What emerges from these histories is a picture of 
disease as integral to societies, as shaping but not necessarily confining individual and 
communal lives in complex ways, as one of the key objects of personal anxiety, professional 
enquiry, and political action. Although it cannot be comprehensive in its coverage, the 
volume’s scope is nevertheless broad, exploring human and animal diseases in different time 
periods, cultures and environments, and from different methodological perspectives. Its aim is 
not merely to provide historians, sociologists, philosophers and anthropologists with an 
overview of how we can approach the history of disease, but also to provide health-care 
professionals, students, and a wider public with insights into the social construction of disease 
categories, the cultural contexts of health and illness, the pluralities of healing practices and 
policies, and the variety of documentary, visual and literary sources that can be used to 


understand past and present accounts and experiences of disease. 


The book is also intended to serve as a provisional route map for future scholars. Although 
the history of medicine has matured and expanded in recent decades, there remain critical 
issues to address particularly in relation to the history of disease, which has sometimes been 
diminished by territorial disputes between disciplines and unproductive arguments about the 
perils of retrospective diagnosis. The chapters in this volume suggest ways of reflecting 
more closely on the everyday experiences of health-care practitioners, patients and families, 
and on the role of language and ideas in structuring those experiences. They indicate the value 
of thinking more carefully about the changing and contrasting meanings attached to terms such 
as health, illness, disease, and well-being in the past and about the variety of sources and 
analytical tools that can be exploited to understand more fully the ways in which models, 
patterns, technologies and narratives of disease are reciprocally constituted. As the final 
chapters demonstrate, historians have much to learn from other disciplines, especially from 
sociological, philosophical and anthropological studies of disease, but also from the 
perspectives afforded by the biological sciences, psychology and clinical medicine. Overall, 
the book therefore comprises an argument for the assimilation and integration, rather than 
fragmentation, of sources and methods in order to discern more clearly the intriguing history of 
disease. 
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Z 
HUMOURS AND HUMORAL THEORY 


R. J. Hankinson 


He knew the cause of everich maladye, 

Were it hoot, or coold, or moyste, or drye, 

And whet engendred and of what humour — 

He was a verray, parfit praktisour 

(Canterbury Tales, Prologue 419-22, the ‘Doctour of Phisik’) 


I fear it is too choleric a meat. 


(The Taming of the Shrew, IV.iii) 


The ‘Theory of Humours’ was of remarkable longevity. Its origins stretch back to the 
Hippocratics of the fifth century bc and perhaps earlier; certainly the language of ‘humours’ has 
a long pre-theoretical history. The theory was codified into the canonical four (blood, phlegm, 
yellow and black bile) largely as the result of the enormous influence of Galen. The humours 
found their way into Arabic medicine in what we think of as the Dark Ages, and then back into 
mediaeval and Renaissance Europe. Although not unchallenged by further developments from 
the seventeenth century onwards, nonetheless vestiges of the theory as a medico-physiological 
doctrine survived at least into the nineteenth century in Western medicine and arguably beyond. 
There are still Galenic physicians in Delhi who deploy its categories and its influence is 
detectable in ayurvedic medicine generally! And it lives on, albeit with a slightly archaic 
patina, in the characterization of character types: sanguine, phlegmatic, bilious, melancholic. 
This chapter concentrates on the early history of the ideas as they developed in Classical 
Greece and eventually triumphed in the Galenic synthesis of the second century ad. 


The idea of a humour and the origins of element theory 


The word we translate in this context as ‘humour’ is the Greek word khumos. Originally the 
term meant ‘juice’ or ‘flavour’ (and sometimes ‘sap’) and it continued to bear such non- 
technical senses throughout antiquity, in medical as well as in more general writing. But at 
some point, it began to take on a technical colouring, albeit one related to the original senses of 
‘juice’ and ‘flavour’. Unfortunately that colouring, as well as the specific substances that fall 
under its purview and their respective roles, is extremely variable. Part of the purpose of this 
chapter will be to exemplify that chromatic range, but also to account for how the theory came 
to acquire what were to become its central, classical characteristics. Moreover, just as the 


term khumos need not refer to humours in any theoretical sense, such items may be designated 
in other ways and with other terminology. 


Matters are further complicated by their association in many (but by no means all) texts with 
the fundamental qualities (Hot, Cold, Wet and Dry), which are sometimes viewed as being 
more or less equivalent to substances, and with the standard (although again by no means 
ubiquitous) four elements of Greek element theory, Earth, Air, Fire and Water. These 
associations are most clearly developed in the work of Galen, but there are hints of them a 
good deal earlier. From the very beginnings of Greek natural investigation, thinkers were 
concerned with trying to account for the basic structures of things, their changes and 
interactions, frequently in terms of fundamental opposites, although this came into conflict with 
the alternative view that everything was a modification of a single elemental stuff. 


The earliest known ‘Presocratic’, Thales (fl. c. 585 bc), held that water was in some, still 
disputed, sense basic. A little later, Anaximenes asserted that everything was a modification of 
air, caused by relative condensation and rarefaction associated with degrees of cold and heat. 
Later, impressed by its evident dynamism, Heraclitus made fire basic. Both of the latter 
allowed for the other ‘elements’, but as fundamentally derivative of the basic one. By (partial) 
contrast, before Anaximenes, Anaximander had made his basic stuff an undifferentiated 
‘indefinite’, which took on physical properties as a result of the constant motility in things. In 
the fifth century, a fully developed four-element theory was introduced by Empedocles: earth, 
air, water and fire were basic (and unalterable, hence genuinely elemental), and the furniture of 
the visible world was caused by their mixing in various ratios under the influence of two 
opposing cosmic forces, which he called ‘love’ and ‘strife’, which were basically associating 
and disassociating forces. Finally, in this context, the Pythagoreans, in addition to investigating 
musical harmony and refusing to eat beans, liked to see the world as an inter-play of opposites. 


None of this is directly relevant to medicine, much less specifically to humoral theory, 
although Empedocles had a reputation as a healer, and the early writers, in particular 
Anaximander and Empedocles, were interested in physiology and animal generation. But the 
general intellectual climate matters, and one pre-Hippocratic figure in particular stands out: 
Alcmaeon of Croton. An associate of the Pythagoreans, according to Diogenes Laertius (8.83) 
‘most of what he wrote concerns medicine, yet he sometimes also deals more generally in 
natural science, saying “most human things come in pairs”’. Aristotle (Metaph. 986a29—34) 
confirms this, but says that ‘he speaks not like them [the Pythagoreans] of a determinate list of 
oppositions, but rather of any whatever, such as black and white, sweet and bitter, good and 
bad, big and small’. Recalling the original sense of khumos as ‘flavour’, that list is backed up 
by a later report in Plutarch: 


Alcmaeon says that health is preserved by equality among the powers: wet and dry, hot and cold, bitter and sweet, and so 
on; monarchy among them produces diseases, since dominance of either pair is destructive. Disease is caused by an 
excess of heat or cold, from an excess or deficiency of nutrition, and in the blood, marrow or the brain. Health is the 
proportional blending of the qualities. 


(Plutarch, Physical Opinions 911a; Barnes, 2001, 37, = Fr. 24 B 4 Diels/Kranz) 


That fragment, in its language, its generality (and indeed its vagueness) foreshadows much of 
what we find in the developed Hippocratic tradition. Particularly striking is the careful causal 
analysis of immediate and remote cause, and location of the pathological effects. 


Two other Presocratics deserve brief mention here, as prefiguring later humoral 
developments.? The influential fifth-century Pythagorean Philolaus of Croton‘ talks of blood, 
bile and phlegm as ‘the origins of diseases’ (Anon.Lond. 18.8,2 = A27 Huffman, 1993): blood, 
when thickened or thinned; phlegm, attributed to what he calls ‘rains’,° and which is associated 
(uncharacteristically) with heat; and bile, which is a ‘residue (ikhor) of flesh’ and not 
associated with the liver (Huffman, 1993, 304—5). In Homer (Iliad 5.364) ikhor is what flows 
in the veins of the gods, but in the Hippocratics denotes a serious, often harmful, residual fluid. 
Whether we choose to call it humoral or not, this is a pathological theory. These items are not 
natural constituents of a normally functioning body. Even the blood is corrupted. Similarly for 
Thrasymachus of Sardis, bile, phlegm and pus, his chosen three, are pathological rather than 
constitutional; they are corruptions of blood engendered by heat and cold (Anon Lond. 9.42).7 
The distinction between pathological humoral theory, which these accounts at least 
foreshadow, and constitutive humoral theories, where the items are naturally present in a 
properly functioning body, and cause trouble only if they become disproportionate, is 
fundamental. In many cases it is unclear which type of theory (if either) we are dealing with.® 
But the canonical, developed theory to be found in Galen and fathered by him on what he takes 
to be the genuine Hippocrates, represented paradigmatically in the treatise Nature of Man, is 
fundamentally constitutive in nature. Our task is to see how he got there. Let us now, then, turn 
to the Hippocratics. 


The Hippocratic corpus: the case of ‘ancient medicine’ 


More than 60 texts have come down to us from antiquity under the name ‘Hippocrates’.2 A 
mixed, indeed mutually inconsistent bunch, many were already recognized in antiquity to be 
spurious. That there was a historical Hippocrates, who lived roughly between 450 and 360 bc, 
is certain. More than that, we cannot say. The texts range from treatises on diagnosis and cure, 
prognosis, clinical history, the general association of prevalent epidemics with seasonal and 
climatic conditions, health and nutrition, embryology, physiology, and the setting of bones, to 
those concerned with medical etiquette, including the celebrated Oath. Some are largely 
descriptive (Epidemics, Aphorisms), some more concerned with causality and symptomology 
(Diseases, Affections), others much more theoretical (such as Prognosis and Regimen), some a 
mixture (Airs, Waters, Places), some more general and some (Sacred Disease) more 
particularly focused. Some are polemical and defensive (On the Art), arguing that medicine’s 
failure to achieve 100 per cent success does not entail that it is not a science and no better than 
guesswork, evidently a common accusation (Regimen in Acute Diseases 1-9; Nature of Man 
1). One of the most obscure and compressed texts in the corpus is actually called Humours, but 
it rarely uses the term khumos, and then only to cover pretty much any type of internal fluid. 


The physiological, pathological and therapeutic approaches differ enormously as well. 
Breaths, for example, is resolutely monistic.12 Nature of Man argues that monism is 
incoherent; but among the pluralist theories there is much disagreement as well. In Regimen, 
fire and water are fundamental, the relations between them accounting not only for general 
physiological types and sexual differentiation, but also for quickness of wit (fire) and 
retentiveness (water: Regimen 1.35-6). Fire is paradigmatically hot and dry, while water is 
wet and cold; the connection between elements and qualities becomes specific. Fleshes 
privileges heat, earth (which is cold and dry) and air (which is thick and moist). 


However, the important Ancient Medicine argues that postulations involving Hot, Cold, Wet 
and Dry are irrelevant and indeed incoherent (Chs 13-16); one simply needs to infer 
inductively from nutritional experience. The author talks of khumoi, but he simply means 
empirically detectable kinds of flavour, such as sweet and bitter, which he associates with 
certain causal properties, observable externally in such processes as tanning, which involves 
astringency (Ancient Medicine 15). As for Alcmaeon, health consists in none of the humours 
becoming too powerful: 


the ancients . . . never imagined heat, coldness, wetness or dryness either harmed or were necessary for health; they 
attributed disease to some factor stronger and more powerful than the human body which it could not overcome. Every 
quality is most powerful when most concentrated — sweetness when sweetest, bitterness when bitterest, sharpness when 
sharpest, and so on. The existence of such qualities in human bodies was observed along with their harmful 
effects . . . when they are properly mixed and compounded, they are neither observable nor harmful, but when one is 
separated out it becomes apparent and harmful. Equally all foods which are unsuitable and harmful for us have some 
such property: they are either bitter or salt or sharp, or have some other strong, undiluted quality. . . . Strength, growth, 
and nourishment come from what is well-mixed and contains no strong, undiluted element. 


(Ancient Medicine 14) 


The concern with diet is characteristically Hippocratic, but the rejection of theoretical Heat, 
Cold, and so on in favour of empirically observable, if generalizable, properties is striking.” 
This is not a humoral theory in the sense later to be investigated, but it does involve the 
language of humours. This is why such care is needed in analysis. Here, humours just are 
substances whose properties are empirically detectable, generally as types of flavour. Later, he 
writes that ‘men do not become feverish because of heat alone, nor is this the only cause of the 
bad condition’; rather things are hot and bitter or hot and acid for example, and it is these 
‘humours’ which do the work (17). Moreover, ‘all other illnesses that are caused by acrid or 
undiluted humours come about in the same way, and decline as the humours are digested and 
mixed’ (18). The general idea is that health is restored by destroying the power of the 
individual dominant pathogen: 


those humours of the throat that cause hoarseness and sore throats, those which cause erysipelas or pneumonia, are at 
first salt, moist and acrid, and during this period the diseases flourish. When the discharges become thicker and milder, 
and lose their acridity, the fevers cease as well as the other harmful effects of the disease . . . all human ailments are 


caused by ‘powers’ (dunamies); thus when there is an efflux of bitterness which we call ‘yellow bile’ 22 nausea, fever 


and weakness grip the patient; when he gets rid of it, purged either spontaneously or by medication, manifestly both the 
pain and the fever disappear. But if the bitter particles are undissolved, undigested and uncompounded, pain and fever 
cannot be prevented in any way. 


(Ancient Medicine 19) 


Similarly, ‘pungent and acrid humours’ produce derangement, internal pain and confusion, until 
they can be ‘purged or diluted with other humours’. This is generalizable: ‘a man is in the best 
possible condition when there is complete coction4 and repose, with no particular power in 
evidence’ (19). The author defines a ‘power’ as ‘an intensity and strength of humours’ (22), 
having acknowledged that human constitutions evidently differ: some, for instance, cannot 
tolerate cheese because of a particular ‘hostile humour’, but this is not a universal human 
deficiency. Consequently, ‘we must investigate each of these humours, their effect upon 
humans, and their relations with each other’. Thus humoral vocabulary began to appear in 
Hippocratic medicine, without remotely implying the existence of any developed ‘humoral 
theory’. 


Bile and phlegm 


Bile and phlegm appear frequently in Classical period Hippocratic texts, but again in a variety 
of roles. In particular, there is no consensus as to whether they are natural constituents of the 
body, or whether rather they are intrinsically pathological. Take the case of Affections 1, which 
states baldly: 


All human diseases occur as a result of bile and phlegm; bile and phlegm produce diseases when in the body one of them 
becomes too wet, too dry, too hot or too cold. Bile and phlegm suffer these things from food, drink, exertion, wounds, 
smells, sights, sounds, sex and heat and cold; this occurs when any of the things mentioned are applied to the body at the 


wrong time, against normal practice, in too great an amount or too strong, or not enough and too weak18 


This implies that bile and phlegm are natural bodily components, which only become 
pathological when exacerbated by the four qualities as a result of inopportune antecedent 
causes. The rest of the treatise bears this out. Certain types of headache, for example, are 
caused by excessive phlegm, which should be purged (Affections 2), and similarly with 
earache and swellings of the throat, tongue or gums (4). By contrast, acute feverish conditions, 
including phrenitis, a condition involving derangement, are due to excess bile (10—11). Some 
conditions are attributed indifferently to either, particularly in Diseases 1: ardent fever 
attacks particularly the bilious, but also the phlegmatic (29).18 


There is a good deal of indeterminacy, inconsistency even, behind the confident attitudes; 
and while heat, dryness and bile, cold and wetness and phlegm, tend to go together, vagueness 
persists. Consider Diseases 1.24: 


Chills . . . occur most frequently and severely when either bile or phlegm or both are mixed in the same place with blood, 
more so in the case of phlegm, since it is the coldest thing in man, while blood is the hottest, and bile colder than 
blood . . . thus combined with blood, they make it congeal. 


Bile and phlegm are both relatively cooler than blood, and thus both damage its efficacy, albeit 
to different degrees. So far, so good. But phrenitis is apparently caused by bile heating the 


cerebral blood, ‘which contributes the greatest part. . . to intelligence’ (Diseases 1.30; cf. 34). 
Melancholics can also suffer phrenitis-like symptoms: 


When their blood is disordered by bile and phlegm they are also out of their mind, and even raving; it is similar in phrenitis, 
but the madness and derangement are less severe to the extent to which this bile [i.e. presumably yellow bile] is weaker 
than the other one. 


(1.30) 


Here we have an apparent reference to the mysterious black bile, the melaina kholé that 
survives in our own vocabulary of despondency and depression. Thus, in a sense, this treatise 
presents all four of the canonical humours of theory; but their roles are very different. Bile and 
phlegm are primarily pathogenic, causing harm by damaging the vital blood, while ‘the other 
bile’ is little more than an afterthought. 


Similar views are expressed in Sacred Disease (Chs 8, 18), which is particularly concerned 
to demonstrate that seizure-disorders, often attributed to divine visitation, are in fact the result 
of phlegm accreting in the brain, interfering with the natural operation of cerebral blood, and 
causing disturbance and loss of consciousness and paralysis (10-13). Individuals are 
classified according to their prevailing humour; the naturally bilious are unaffected by these 
seizures, but are prone to more aggressive forms of derangement (18). 


Airs, Waters, Places, which is concerned with the effects of climate and environment (and 
indeed political organization) on constitutions and character types, expresses comparable 
views. Thus those who live in cool, north-facing cities drink hard, cold water, tend to be 
sinewy and wiry and are prone to constipation; and ‘they will tend to be bilious rather than 
phlegmatic’ (Airs 4), while mild springs and hot summers predispose ‘those of a phlegmatic 
constitution’ to fever (10). This text also hints at the existence of black bile; if the autumn is dry 
with northerly winds: 


it is particularly advantageous to those of a phlegmatic and humid nature and to women, but very dangerous to the bilious, 
since they dry out too much and are prone to dry ophthalmia and extended acute fevers, and in some cases to melancholy 
conditions. For the bulk of the humid, watery part of the bile is dried up and consumed, leaving the thickest and most acrid 
part, and similarly with the blood. 


(Airs 10) 


But if this really is black bile, it seems to be a noxious by-product of other natural bodily 
constituents, rather than an independent constituent component. 


Black bile 


The term ‘dark (or black) bile’, melaina kholé, occurs in a number of places not associated 
with a fully developed humoral theory. Sometimes, as in Diseases 1.30, it is associated with 
melancholy; but it is usually far from clear in particular whether it represents a categorically 
separate substance from, rather than simply a modification of, regular yellow bile, which 


elsewhere is described as taking on a variety of colorations according to its particular type, 
although primarily associated with the yellow-green hue.!2 In Places in Man excess internal 
bile is indicated by such a skin colour (10, 16, 28; but cf. 41), a sign sometimes explicitly 
associated with jaundice.’ At Epidemics 2.3.6, the author writes: ‘I think that the sanguine 
and the bilious tend to acid reflux and perhaps for those patients it ends in black bile’, again 
suggesting that black bile is a pathological by-product of some harmful process; and this is 
consistent at least with other mentions: for example at 4.16, ‘in the autumn, Eumenus’ wife 
vomited black bile’, as also happened to Hermophilus’ son (5.40). At 5.22, Apellaeus of 
Larissa is said to have vomited both red and black bile, which again suggests that it is a mere 
variant. The author of Regimen in Acute Diseases (61) writes: ‘the sharpness obtained from 
vinegar is more beneficial to those with bitter bile than those with black bile. . . . Black bile is 
lightened, expelled and diluted, for vinegar brings up black bile’;22 here too the blackness 
apparently signifies a particular contingent property of ‘ordinary’ bile rather than some 
genuinely distinct substance. The nearest we get to a suggestion that black bile is a proper, 
independent substance in Epidemics comes at 6.6.1: ‘a small blood vessel which is heated 
when full of blood produces burning heat and immediately separates it off: in the fatty, yellow 
bile, in the bloody, black bile’.22 Clearly we do not yet have anything like an established 
physiological constituent theory of which black bile is a fundamental component. 


From the fourth century onwards, ‘melancholy’ came to have a more central and well- 
defined role in medical and psychological theory. A long section of the pseudo-Aristotelian 
Problems devoted to the issue begins: 


Why is it that all who have become eminent in philosophy or politics or poetry or the arts are clearly of an atrabilious 
temperament, and some of them to such an extent as to be affected by diseases caused by black bile, as is said to have 
happened to Heracles among the heroes? 


(Problems 30.1 953a10—14) 


Here we discover perhaps the earliest expression of the association between creativity and 
depression. The imbalance cannot be crippling (954b21—27); but a modicum of the disposition 
is the recipe for a kind of genius. The author recognizes a variety of distinct melancholic types: 
melancholics whose black bile is naturally cold are ‘dull and stupid’, while those who have a 
great deal of hot black bile become ‘frenzied, or clever, or erotic, or easily moved to anger 
and desire’ (954a31—34).“ Creative melancholia is its own sort of mean, but one of a naturally 
excessive condition. 


The emergence of constitutive theories 


There is no real hint of genuine four-humour theory here. In connection with melancholy, ‘black 
bile’ has a broad range of meanings, and indeed is more often associated with burned ordinary 
bile. Although Diocles of Carystus, a rough contemporary of Aristotle, apparently subscribed 
to some version of a four humour theory, and attributed melancholy to black bile (Fr. 109 


vdE),2 the details are obscure and sometimes contradictory. Rufus of Ephesus, a Hippocratic 
doctor of the first century ad who wrote a treatise on melancholy,2° was also a four-humour 
theorist,22 but he regarded the causes of the condition as largely psychological: ‘violent 
thoughts and worries may make one succumb to melancholy; no-one who devotes too much 
effort to thinking about some science can avoid ending up with it’ (Fr. 35 Pormann). This 
echoes Epidemics, where melancholy is associated with excess bile and phlegm (6.6.14) and 
linked with epilepsy (6.8.31), and particularly Aphorisms: ‘If there is fear and despondency 
which last for a long time, this is melancholy’ (6.23). 


Even in genuinely constitutive theories, black bile does not always figure. In the influential 
embryological treatise, Seed, and Nature of the Child,*2 four humours are recognized as being 
fundamental to organogenesis and development, as well as to the maintenance of the animal: 


Seed is . . . secreted from the whole body, from the hard parts as well as the soft, and from the total bodily fluid. 20 This 
fluid has four forms: blood, bile, water and phlegm. All four are innate in man, and are the origin of disease. I have 
already discussed these forms, and how and why diseases arise from them. 


(Seed 3) 


But by far the most influential Hippocratic constitutive humoral theory is that found in the first 
eight chapters of Nature of Man.*! The opening is polemical: ‘I shall not claim that man is 
wholly air or fire or water or earth, or indeed anything that is not evidently a human 
constituent’ (1). This is usually interpreted as being a general attack on any element theory as 
applied to human physiology. Galen, however, takes it rather to target monistic theories, and 
monisms do come under immediate fire: ‘they all say that what is, is one, but disagree as to its 
name, one saying everything is air, another fire, another water and another earth’. Here monism 
of the Anaximenean sort is under attack; part of the complaint is that even if they were right 
about fundamental elemental monism, their choice of element or name would be arbitrary, a 
criticism which goes back to Anaximander. 


In the next chapter, the author turns from general cosmology to medicine: 
Some say that man is blood, some bile, a few phlegm22 ... They all agree that man is a unity, however they call it, which 
changes form and power under the compulsion of hot and cold, and becomes sweet, bitter, black and white and so on. 


(Nature of Man 2) 


The fundamental anti-monistic argument is that pain, indeed sensation in general, requires the 
interaction between distinct and alterable things (Galen elsewhere employs this argument 
against atomism: Natural Faculties Il 26-30 Kiihn). Equally, if monism were true there should 
be only one sort of illness: 


But there are many things in the body which are such that, when they are unnaturally heated, cooled, dried or moistened 
by one another, engender diseases. Consequently, the forms of diseases are many, and their cure is multiple too. 


(Nature of Man 2) 


Sophisticated monists would have no difficulty countering this; they are not committed to there 
not being contingent, phenomenal distinctions of property among the various states of the basic 
substances, and these may well require distinct forms of treatment. But according to the author 
of Nature of Man, for change of any kind to be explicable, something other than the changing 
substance, whatever its basic structure and status, needs to be in the picture: ‘generation cannot 
take place from a single thing; for how could something, being single, generate anything, if it is 
not mixed with something else?’ (Nature of Man 3). There must be some affinity of general 
type between what is changed and what does the changing, and the qualities responsible in 
excess for pathological change must be moderately proportioned as well. Furthermore, ‘when 
a man’s body dies, each thing must return to its own nature, the moist to the moist, the dry to the 
dry, the hot to the hot and the cold to the cold’. Galen takes this to refer to post-mortem 
dissolution into the traditional elements, even though here and elsewhere only the qualities are 
explicitly mentioned. 


At the beginning of chapter 4 of Nature of Man, our author lays his constitutive cards on the 
table: ‘The human body has within itself blood and phlegm and yellow and black bile, and 
these are the nature of the body, and because of them it suffers and is healthy’. The humours 
differ in their essential natures: 


Phlegm in no way resembles blood, nor blood bile, nor bile phlegm. Indeed how could they resemble one another, when 
their colours are evidently dissimilar to sight, and nor do they appear similar when touched by the hand? For they are 
neither similarly hot or cold or dry or wet. Since they are so far apart from one another in form and power, they cannot be 


one, given that fire and water are not one.24 


This is (supposedly) demonstrated by the action of various drugs. Specific purgatives first of 
all draw out their target humour at all times, even if the quantities vary, according to season, 
and the age and constitution of the patient (Nature of Man 5). But once this has been 


completed, further administration of the drugs will attract first the humour closest to them in 
constitution, then the others: 


Whenever someone drinks a drug which attracts bile, he first vomits bile, and then phlegm; and then in addition to these 
black bile, and finally pure blood. 


(Nature of Man 6) 


This too suggests that these humours are real, persistent constituents of things. Moreover, these 
specifics attract first their targets in their purest forms, and then the ones mixed with 
impurities. This is significant too. Galen holds that pure ‘elemental’ blood differs from what 
we actually have in our blood vessels, which contains an admixture of the other humours.22 
Equally, none of the humours exhibits its associated qualities in pure form, but their basic 
qualitative natures are easily discernible (7). Hence, each tends to dominate in the season 
whose characteristics it resembles: phlegm increases in winter, yellow bile in summer, and so 
on, although phlegm is still strong in spring, even as the blood increases, and yellow bile in the 
autumn, as the natures of seasonal diseases confirms: dysenteries followed by nosebleeds in 
spring and summer, for instance. 


All of this broadly follows the tradition exemplified by Epidemics, Air, Water, Places and 
Sacred Disease concerning the seasonal variability of endemic diseases; but our author holds 
that they are proximately caused by imbalance of the four constitutive humours. The body: 


is particularly healthy when these things maintain a balance of their powers and quantities in relation to one another, and 
in particular when they are mixed together. It suffers when one of them becomes either too small or too great, or is 
separated in the body and is not mixed with all the others. For necessarily, whenever one of them is separated and stands 
on its own, not only will the place from which it has been separated become diseased, but the one which it now occupies 
and flows into will cause pain and distress on account of its being overfilled. 


(Nature of Man 4) 


Even so, each humour (and quality) is always present to some degree: 


Just as the whole year has a share in all of them, the hot, the cold, the dry and the wet, he [sc. man] would not persist for 
any length of time without all of the things contained in the cosmos, but if any one were to fail, all would disappear; for all 
are composed and nourished from one another by the same necessity. Equally, if one of these congenital components of a 
man were to fail, he would no longer be able to live. 


(Nature of Man 7) 


A proof of this (allegedly) is that if you give the same individual the same general emetic at 
different times of the year, he will vomit ‘the most phlegmatic matter in the winter, the moistest 
in the spring, the most bilious in the summer and the blackest in the autumn’ (7). 


The Galenic synthesis 


Galen believed that a comprehensive physical and physiological theory could be forged from 
four-quality theory, four-element theory and humoral theory, where the elements are related to 
pairs of qualities (water is cold and wet, air wet and hot, fire hot and dry, earth dry and 
cold),“° and in turn produce the humours. According to Galen, this synthesis was entirely 
attributable to Hippocrates by way of Nature of Man. Early in his career, Galen wrote 
Elements according to Hippocrates in defence of this view and he never wavered from it. 
The following passage sums the case up: 


In addition to this [the four elements] there are four qualities, pure cold, dryness, heat and moisture. These are not 
elements either of man or anything else, but rather principles: this was confused by the earlier thinkers, who failed to 
distinguish the concepts of principle and element. . . . But the two things are evidently distinct from one another, the latter 
being the least part of the whole, the former that into which this least part is conceptually reducible. For fire cannot itself 
be divided into two bodies and show itself to be a mixture of them, and nor can earth, water or air. But one may 
distinguish conceptually between the substance of the thing which changes, and the change itself, since the changing body 
is not the same as change which takes place in it. The changing body is the substrate, while the change in it occurs 
because of the exchange of the qualities; when pure heat is generated in it, fire is created, and similarly air when it 
receives pure moisture. 


Galen On Hippocrates’ ‘Nature of Man’ 38 XV 30-31 Kiihn 
Pp 


Intermediate medical writers, such as Diocles and Herophilus,?2 referred to the four humours, 
although their theories were distinct and more complex. Galen characteristically tries to 


ascribe it to a variety of figures he otherwise admires or generally approves of, such as 
Mnesitheus and Praxagoras; but the latter lists eleven humours (including a ‘glassy humour’, a 
term which Galen himself uses to refer to the matter of the eye), while the former apparently 
only uses the term khumos in its original non-theoretical sense.“2 Typical of Galen’s general 
approach is the following: 


Not only Plato but also Aristotle, Theophrastus and other pupils . . . [of theirs] were great admirers of Hippocrates’ 
account of the humours, just as were the most reputable ancient doctors, Diocles, Pleistonicus, Mnesitheus, Praxagoras 
Phylotimus and Herophilus. 


(Doctrines of Hippocrates and Plato V 686 Kiihn)42 


Elsewhere, with rather more justification, Galen attributes quality theory to his great 
predecessors with similar lists (for example, Natural Powers II 110-11 Kiihn); indeed he 
takes quality theory, as applied to animal physiology, to entail constitutive humoral theory 
(116-17). Although this text does not explicitly mention black bile, Galen remarks that if there 
are humours associated with the combinations hot and wet (blood), hot and dry (yellow bile) 
and wet and cold (phlegm), why should there not be one assimilated to cold and dry? (130-1). 
But there is, according to (unnamed) ‘intelligent doctors and philosophers’; it is named black 
bile, and associated with autumn and old age. 


Humours are defined by their associated qualities: ‘yellow bile is hot and dry in power, 
black bile dry and cold; blood is moist and hot, while phlegm is moist and cold’ (Causes of 
Diseases VII 21-2 Kiihn). As such they resemble the elements, although ‘no animal is 
absolutely hot like fire or absolutely wet like water’ (Mixtures I 510 Kiihn).“ In Hipp.Elem. I 
481 Kihn, Galen writes: ‘Hippocrates too spoke of them [the four qualities] in his Nature of 
Man, saying that the particular and proximate elements of our body are the four humours, while 
the common elements of things are wet, dry, hot and cold’. In Galen’s own physics, not to 
mention his nosology and therapeutics, it is the qualities that predominate. The humours, at any 
rate as a constitutive physiological theory, are underplayed, which may reflect Galen’s qualms 
about its general coherence given the apparently anomalous role of blood, but can also be 
accounted for by the fact that, for Galen, hot, cold, wet and dry are the fundamental causal 
properties, and the action of the humours, proximate though they may be to what they affect, are 
fundamentally to be accounted for in terms of the qualities they exhibit. Consider the following 
text: 


[Hippocrates] says that the body has been generated from the four elements, referring to them by their active qualities, 
dry, wet, hot and cold. But he did not construct his account of disease in terms of them, since they are in the body only 


potentially, not in actuality;42 but rather what is generated from them by way of nutriment, blood, phlegm and yellow and 
black bile [is actual]. Yellow bile is analogous to fire, black bile to earth, and phlegm to water, thus yellow bile is hot and 
dry in potentiality like fire, black bile cold and dry like earth, phlegm cold and wet like water. The airy element in animals’ 
bodies is visibly close to its proper nature only in respiration. . . . The balanced mixture of the four elements is blood in the 
precise sense. 


(Doctrines V 675-6 Kiihn) 


Here the ambivalence regarding blood is evident. Galen distinguishes between pure elemental 


blood, and what he slightly misleading calls ‘blood in the precise sense’, that is what flows in 
the vascular system and is in fact a mixture of all four elemental humours, although with pure 
blood predominating in the properly balanced mixture. This is linked with his embryological 
theory; the matter for the developing foetus is supplied by the menstrual blood, which contains 
all four humours: 


Plants are generated from the four elements as do their fruits and seeds . . . these plants, and animals too are food for 
humans, and from them are generated blood, phlegm and the two biles. . . . Blood is the most abundant — that is why it 
alone is visible in the veins, and there is a small amount of each of the others, This is the actual blood, the matter of our 
generation, the blood that is composed from the four humours and gets its name from the one which predominates. We 
are generated from it when we are conceived in the uterus, and out of it receive our first formation, and the subsequent 
articulation, growth and maturation for the parts thus formed. 


(Doctrines 671-2) 


At any event, Mixtures, which outlines Galen’s fundamental physiological physics, is primarily 
concerned with the qualities and their relations, and humours as such only make brief 
appearances, a feature that is true to a surprising extent elsewhere in his work: 


There are four qualities with the capacity to act on and be acted upon by one another: heat, cold, dryness and 
moisture. . . . But of the six pairings that are theoretically possible between four things, two are physically impossible: a 


body cannot be at once wet and dry, or hot and cold.“© There thus remain four pairings of the mixtures: two wet and two 


dry, distinguished in terms of heat and cold #2 


(Mixtures I 518 Kiihn; cf. 510-18) 


There are eight generic ways of deviating from the healthy norm, characterized in terms of 
imbalance of the qualities; and Galen condemns ‘the most distinguished of our predecessors, 
both doctors and philosophers’ for ‘ignoring the well-balanced mixture’ (Mixtures 518-19). 
Qualities can be relative as well as absolute: to describe a condition as hot and wet is to say 
that it is hotter and moister than it ought to be (only fire is absolutely hot). Galen’s opponents 
rightly suppose that spring is the most favorable season, but that is because it exhibits no 
excesses of any kind, rather than being, as they think, unnaturally warm and wet (524-7). This 
amounts to saying that we, in our natural condition, by comparison with the totality of the 
world’s furniture, are relatively warm and moist. Excesses of heat and moisture, on the other 
hand, ‘so far from being the characteristics of spring or good mixture in general, in fact 
constitute the worst possible state of the ambient air’ (529), one associated with putrefaction 
and epidemic disease (529-33). 


Quite consistently, blood is the most natural humour, and is associated with warmth and 
moisture, while the others are more prone to imbalance: 


These men [Hippocrates, Aristotle, Praxagoras, Phylotimus and ‘many others’] demonstrated that when nutriment is 
altered in the veins by the innate heat, blood is produced by its proper proportion, and the other humours by its 
disproportion. 


(Natural Powers II 117 Kiihn) 


Although small quantities of the other humours are necessary for health, they more readily tend 


towards pathological excess and their production is in a sense accidental, which is why many 
doctors have thought them to be only pathological, and not part of the animal’s natural 
constitution: 


The most useful and particular of the humours is the blood. Black bile is a kind of sediment or dreg of this, and is thus 
colder and thicker than blood. Yellow bile is considerably hotter. The coldest and wettest of all animal humours is phlegm. 


(Mixtures I 693 Ktihn) 


The comparison of black bile with a sediment is found in Black Bile (V 112 Kihn), a text 
which emphasizes the visual differences between different varieties of the same humour: 
thicker and thinner, paler and ruddier blood (106—7); and various different consistencies and 
colours of phlegm and yellow bile, depending upon what they happen to be mixed with (108- 
10). But blood, no matter what its colour, always coagulates; and bile and phlegm have their 
essential properties as well. Which leaves black bile, properly so-called, to be distinguished 
from other dark-coloured residues observed in vomit and faeces by its own distinctive 
features. It is invariably thick, among other things, as well as being acid (110-12; cf. 135). 
Much of Black Bile is devoted to attacking Erasistratus, a frequent target, for daring to 
overlook black bile ‘as a normal constituent of the blood vessels’ and the diseases its excess 
causes, as well as failing to see that the spleen is the organ which naturally attracts it. But even 
Galen allows that the case of black bile is complex and problematic: 


The melancholic humour clearly exhibits different kinds of composition. One kind is like the sediment of blood and clearly 
shows itself as being quite thick, like wine lees. . . . [This one] I call ‘melancholic humour’ or ‘melancholic blood’, for I 
think one should not yet call it black bile. . . . This thick melancholic humour, just like the phlegmatic one, sometimes 
causes cases of epilepsy when it is trapped where the cavities of the brain. . . have their outlets. But when it is present in 
excessive quantities in the very body of the brain, it causes melancholy, just as the other kind of black bile, the one 
produced by the burning of yellow bile, results in bestial delirious hallucinations, both with and without fever, when it clogs 
the body of the brain. This is also why one kind of phrenitis, namely that arising from pale bile, is more moderate, whereas 
the other one which arises from yellow bile is more severe. There is still another kind of delirium, both bestial and 
melancholic, that arises from the burning of yellow bile. 


(Galen, Affected Parts VIII 176-8 Kiihn) 


In this context, one may well wonder just how well worked-out Galen’s theory really was. 


Afterlife 


Yet well worked-out or not, Galen’s position gradually became canonical, and the endemic 
medical disputes in which he had played a crucial part dissipated over time. While 
alternatives did remain,” they gradually faded in importance. This was the medicine taken up 
and further investigated in the Islamic world, from Baghdad and Persia to Spain, towards the 
end of the first millennium and beyond; a key text in this process was Avicenna’s systematizing 
Canon of Medicine of 1025. The doctrine gradually filtered back into the Christian West in the 
Middle Ages, initially in Latin translations of Arabic versions of Galen and Avicenna and 
finally by way of recovered Greek texts. As my epigraph attests, it was the basis for the 


practice of Chaucer’s ‘Doctour of Phisik’. Well after the rejection of Galen’s fundamental 
anatomical physiology as a result of the work of Vesalius and Harvey, humoral theory remained 
influential throughout the Renaissance and, although it was to some extent supplanted in the 
eighteenth century by a revived, more empirical Hippocratism, it continued to exert an 
influence, albeit no longer a constitutive one, well into the nineteenth century, evident in the 
practice of bloodletting. Although not precisely humoral, the related and equally ancient 
miasmatic theory of epidemics such as the suggestively named cholera and malaria, survived 
into the middle of the nineteenth century before germ theories of invasive and contagious 
pathogens began to triumph.22 Humoral theories and their associated attitudes and residual 
practices were remarkably long-lived, and the terminology of humours survives in our 
lingering vocabulary of character types, such as those present in Chaucer. Melancholy is still 
anatomized, albeit in a very different register from that of Burton; and if prone to it myself, I 
also like to think of myself as exhibiting a generally sanguine view of the world, all the while 
trying to remain phlegmatic in the face of adversity, and to temper my hot-tempered, bilious 
tendencies. 


Notes 


1 See the discussion in Chapter 3 of this volume by Dominik Wujastyk. 

2 The best English selection of the Presocratics is to be found in Barnes, 2001. For Thales’ element theory, see Barnes, 
2002, 11-12; for Anaximenes, 24—7; Anaximander, 18-19. 21—3; for Heraclitus and fire, 54—5,60 (= Fr. 22 B 60 
Diels/Kranz [DK]); for Empedocles four-element theory, 13-15 (Frs. 31 B 6, 16, 35, 71, 73, 75 DK). The primacy of air 
(which is identified with intelligence) is later championed by the late Presocratic, Diogenes of Apollonia (Frs 64 B 1-8 DK; 
Barnes, 2002, 254-7), and the Hippocratic Breaths (trans. Jones, 1923). 

See the excellent survey of Nutton, 2004, 80. 

His fragments are edited, translated and discussed in Huffman, 2006; see also Barnes, 2001, 176-81. 

Anonymus Londinensis, a papyrus containing a précis of the history of medicine written by Aristotle’s pupil Meno in the 
fourth century bc. 

Interpreted by Huffman, 1993, 304, as metaphorically referring to an internal condensational process; however, see Nature 
of Man 7: ‘when winter takes over, the bile, being cooled, becomes small in quantity, and the phlegm increases once again, 
both due to the abundance of the rains and because of the length of the nights’. 

See Huffmann, 1993. 


The theory of Menecrates is apparently constitutive, involving blood and bile as hot elements, breath and phlegm as cold, 
but he was physician to Philip of Macedon in the fourth century: Anonymus Londinensis. 19.15 ff. 
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The disagreement centres around what constitute separate treatises. For a good, if controversial, treatment see Jouanna, 
1999. 


10 See note 2 above. 
11 _ Edited and translated in Potter, 1995. 


12 ‘I do not think they [i.e. modern theoretical doctors] have ever found anything purely ‘hot’, ‘cold’, ‘wet’ or ‘dry’ without it 
sharing some other properties . . . there are many and various hot substances with many and various effects which may be 
contrary to one another. Everything has its own specific effect’ (15). 
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This is one of the earliest references to what was to become one of the canonical ‘humours’ — but the early Hippocratic 
texts generally treat of phlegm and (yellow) bile as pathogens, or symptoms thereof. 


Literally ‘digestion’; Le. a proper breaking down and processing of the constituent material. 
‘Phlegm’ is not equivalent to, although it includes, mucus. 
Edited and translated in Potter, 1988. 
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Edited and translated in Potter, 1988. 
Cf. 1.17, 18 (erysipelas), 19 (lung tumours), 20, 21 (internal suppurations), 23 (fevers), 24 (chills), 25 (sweats), 26 and 32 
(pleurisy), 27—8 (pneumonia). 


See Galen Commentary on Hippocrates’ ‘Nature of Man’ XV 35 Kihn: ‘the passage refers to the fluids generated in 
severe diseases. For both greenish and grey bile (which they call woad-like), as well as a reddish and a grass-green one, 
along with some others that have no name, become apparent whenever the disease becomes putrefying’; and XV 75 Kiihn, 
‘they refer to all the other biles with an adjective, calling them “rust-coloured” or “black”, or “red”, or “grass-green”’. At 
66-7, Galen attributes these variations in perceptible qualities of the humours to the fact that they are not genuinely 
elements, but generated from them. 


Places in Man is edited in E. M. Craik, Hippocrates: Places in Man, Oxford: Clarendon, 1998; translated in Potter, 1995. 
Craik (1998, 14) claims the text exhibits ‘humoral theory at its most inchoate’, but as she says herself, bile seems to be a 
product of diseases, rather than a natural constituent of the body. 


The 7 books of Epidemics are a mixed bag, as has been known since antiquity. Books 1 and 3 are translated in Jones, 
1923; 2 and 4—7 in Smith, 1994. 


Translated in Jones, 1925. 


Cf. 6.5.8, which claims that the colour of the tongue indicates the state of urine: greenish tongues are ‘bilious; biliousness 
derives from fat; ruddy ones come from blood; black ones from black bile’; again, this is inconclusive. 


On this, see Northwood, 1998. 

Diocles’ fragments are edited and translated with commentary in van der Eijk, 2000, 2001. 
See Pormann, 2008. 

Commended as such by Galen: Black Bile V 105 Kiihn. 

Edited and translated in Jones, 1931. 


Although this has come down to us as two distinct texts, it probably forms a continuous treatise. It is translated, with the 
related Diseases 4 (which also adopts the same four-humour constitutive theory, with an associated account of disease as a 
result of imbalance among them: 1—7), in Lonie, 1981, and Potter, 2012. 


I.e. male semen. In common with many other Hippocratic writers (see Regimen 1.26—31), and indeed Greek theorists in 
general (including Galen), the female too produces a kind of semen which is deposited into the womb. 


Nature of Man is edited with French commentary and translation in Jouanna, 2001; English versions in Jones, 1929. 


Note that the author clearly interprets the earlier theories as being constitutive, although it is not clear which ones (if any in 
particular) he is referring to. 


In Galen’s view, ‘the purely hot’ just means fire. At Elements I 457—70 Kiihn, he recalls forcing his teacher Athenaeus to 
concede that there was a difference between ‘heat’ considered as a predicate, and what is purely hot, which you might as 
well call ‘fire’ (and equally with the other qualities and their associated elements). 


The rare mention of fire and water suggests that our author does indeed subscribe to some sort of element theory, albeit 
perhaps one involving only two components, like that of Regimen. 


According to Galen, this is why maternal blood functions as a universal nutrient to the growing foetus: On Hippocrates’ 
‘Nature of Man’ 73-4, 94 Kiihn. 


This theory is owed to Aristotle, Generation and Corruption 2.3, 330a30—331a6, esp. 331a1-6. 


For details, see Hankinson, 2008; Elements (I I 413—508 Kiihn) is edited with notes and English translation in De Lacy, 
1996. 


Galen’s attribution of the text to Hippocrates is contentious: Anonymus Londinensis attributes Nature of Man to 
Hippocrates’ successor Polybus. 


See Von Staden, Herophilus: The Art of Medicine in Early Alexandria, Cambridge: Cambridge University Press, 1989, 
242-7, 


See Nutton, 2004, 125 ff. 


Plato mentions bile and phlegm as primary causes of diseases at Rep. 564b—c; see also Timaeus 82e—5e; the elements are 
also implicated; where bile is said to come in a variety of colours, including black, which is more acidic — but this is caused 
by putrefying flesh (83b); while bile is ‘stale blood’ (85d). Pace Galen, this is not constitutive theory. 


Edited and translated in De Lacy, 1978. 
II 1-214 Kiihn; edited and translated in Brock, 1916. 
1 509-694 Kiihn; English trans. in Singer, 1997. 


45 The qualities exist in the body ‘only potentially’ in that they are exemplified not in themselves as such, but as properties of 
the humours; however in Mixtures, Galen makes much of the fact that substances are cold hot, cold etc. in virtue not of 
their immediate perceptible qualities but in terms of their causal powers; chilled wine is hot, heated poppy-juice refrigerant 
(I 658-9, 674 Kiihn). 


46 It can be hot and cold in respect of different parts; but this would not involve a mixture of the qualities; this would relate to 
what Galen calls an ‘uneven distemper’, on the subject of which he wrote a short text of the same name: VII 733-52 


47 The theory of the eight possible types of imbalance (‘distemper’) is central to Galen’s pathology and therapeutics: 
Therapeutic Method X 103-4, 463-5 Kiihn; and Differences of Diseases VI 848-55 Kiihn. 


48 Galen is thus resistant to mere apriorism: what matters is not typological neatness but truth. 


49 Caelius Aurelianus wrote his textbook of anti-humoral medical Methodism, Chronic and Acute Diseases, in the fifth 
century, although he followed very closely the model of the first century Soranus. 


50 On theories of contagion, see Chapter 5 by Michael Worboys. 
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3 
MODELS OF DISEASE IN AYURVEDIC MEDICINE 


Dominik Wujastyk 


The monk Moliya Sivaka once approached the Buddha and asked him whether it was true, as 
many said, that all pleasant, painful, or neutral sensations were the results of past deeds, of 
karma./ The Buddha replied to Sivaka that people who held this view were over-generalizing. 
In fact, he said, some pain arises from bile, some from phlegm, some from wind, some from 
humoral colligation, some from changing climate, some from being ambushed by difficulties, 
some from external attacks, and some, indeed, from the ripening of karma.? This is the first 
moment in documented Indian history that these medical categories and explanations are 
combined in a clearly systematic manner, and it is these very eight factors which later become 
the cornerstones of the nosology of classical ayurveda. 


The use of the expression ‘humoral colligation’ (Pali sannipatika) in the Buddha’s list is 
particularly telling. This is not just an ordinary item of vocabulary. It is a keyword, a technical 
term from ayurvedic humoral theory. In classical ayurvedic theory, as received by us from 
medical encyclopaedias composed several centuries after the Buddha, ‘humoral colligation’ is 
a category of disturbance in which all three humours are either increased or decreased 
simultaneously. Because therapy usually depends upon manipulating the humours in such a way 
that an increase in one is cancelled by a decrease in another, it is impossible to use normal 
therapies to counteract humoral colligation. That is why it is such an especially dangerous 
diagnosis. Epilepsy, for example, is described in the Compendium of Caraka (see below) as 
displaying various symptoms including frequent fitting, visions of bloody objects and drooling, 
according to the predominance of wind, bile or phlegm respectively. But if the patient shows 
all the symptoms at once, then the condition is called ‘colligated’. ‘Such a condition,’ says the 
author, ‘is reported to be untreatable.’2 


The formality of the vocabulary in the Buddha’s list of causes of pain suggests that he was 
consciously referring to a form of medicine that had a theoretical underpinning. This 
impression is increased by the presence at the end of the chapter of a verse summary of these 
eight causes of pain. 


Bile, phlegm and wind, 

colligation and seasons, 

irregularities, external factors, 

with the maturing of karma as the eighth.4 


This verse looks very much like a citation from a formal medical work, or a medical 
mnemonic. But it is only several hundred years after the Buddha’s time that we see this 
theoretical system worked out explicitly in the ancient Indian medical literature that has 
survived until today.2 


The causes of disease listed by the Buddha constitute eight quite distinct models of disease 
aetiology. But as medical thought evolved in South Asia, the scholarly authors expanded these 
aetiological categories to include an even wider range of concepts. Different schools evolved, 
with varied emphases and disagreements. It is in this Buddhist canonical literature from the 
last centuries bce that we see the first references to a developed theory of disease, and the 
terminology used is parallel to that found in the later, formalized ayurvedic literature.° Older 
religious literature, especially the Rig Veda and the Atharva Veda, contained prayers and 
invocations for health and against illness, but the models of disease behind this earlier material 
are theoretically unsophisticated, and are not the product of a professionalized class of 
healers.? Of those streams of medical practice in ancient India that did develop scholarly 
narratives, the most prominent was — and is — ayurveda, ‘the knowledge of longevity’. Several 
encyclopaedias of ayurvedic medicine are known to have existed in early antiquity, although 
only three have survived to the present time, the Compendium of Caraka, the Compendium of 
Bheja and the Compendium of Susruta.® 


Primary sources 


The Caraka is one of the most important surviving works of classical Indian medicine. 
Composed probably in the first or second century ce, it is an encyclopaedic work in Sanskrit 
discussing many aspects of life, philosophy and medicine.? The Compendium of Susruta dates 
from perhaps a century or two after the Caraka, and is a similarly encyclopaedic work, 
although its classifications, theories and therapies are not identical with those of the Caraka. 
This fact reveals something of the ferment of ideas that surrounded early Indian medicine. The 
Bhea survives in only a single damaged manuscript, and since its content is often similar to the 
Caraka it will not be cited further in this chapter. However, out of a vast later literature on 
medicine one further work bears special mention, the Heart of Medicine by Vagbhatat (fl. ca. 
600 ce, in Sindh). The compendia preceding Vagbhata are full of interesting materials on 
medical philosophy, and present the contradictory views of various doctors and have complex, 
multi-layered histories of manuscript transmission. Vagbhata absorbed these older materials, 
understanding them comprehensively and deeply, and produced a skilful and entirely plausible 
synthesis of the ancient works. The Heart of Medicine was widely and justifiably accepted as 
the clearest and best work on medicine in post-classical times, and was adopted as the school 
text for medical education. Students educated in the traditional manner were expected to learn 
Vagbhata’s work by heart, and there are still physicians in India today who know the work 
word-perfect. Where the ancient works sometimes show ayurvedic doctrine still in formation, 
the Heart represents a settled medical orthodoxy. For that reason, it is often easier to cite the 
Heart when aiming for a clear view of standard ayurvedic doctrine. However, in doing so, one 


loses the plurality and complexity of the older works. For example, when defining the causes 
of disease, Vagbhata said: 


The under-use, wrong use, or overuse of time, the objects of sense, and action, are known to be the one and only cause 
of illness. Their proper use is the one and only cause of health. Illness is an imbalance of the humours; freedom from 
illness is a balance of the humours. In that regard, illness is said to be of two kinds: it is divided into internally caused and 
invasive. And their location is of two types, according to the distinction between body and mind. Passion and dullness are 


said to be the two humours of the mind 12 


This is a fine, concise and orderly statement of the causes of disease. But it is selective, 
omitting several older classification schemes from the Caraka and Susruta compendia that cut 
across these categories in awkward ways. Vagbhata has made it all make sense; but we lose 
the historical view of a tradition forming its theories out of the messy processes of debate and 
evaluation. 


In what follows, I will describe a series of the most prominent models of disease that were 
developed in ancient India and that formed part of the ayurvedic tradition. But Indian scholar- 
physicians were flexible and adaptive in their thinking, and did not hesitate to absorb models 
from many popular sources, for example from women’s experience in the birthing house, from 
herb-collectors or from religious practice. The tradition was not mono-vocal, and many 
subsidiary models exist in the ancient literature. 


The equality of humours 


In about 50 ce, the author Asvaghosa wrote in his Life of the Buddha that when the young 
Gotama was still searching for liberation and met his first great teacher, Arada Kalama, they 
greeted each other and asked after each other’s health! More precisely, what the Sanskrit says 
is: ‘They politely asked each other about the equality of their humours.’!* Asvaghosa did not 
explain this expression; it was intended to be a simple account of the normal etiquette of 
greeting. In the first century ce, then, an author could take for granted that an audience would 
know perfectly well what it meant to have ‘equal humours’. 


As we saw earlier, the Buddha too referred to the three humours and their colligation as 
primary causes of disease. In the even older Vedic literature from the second millennium bce 
onwards, we see oppositions between hot and cold as principles governing various aspects of 
life, and these can be connected with the later doctrines of bile and phlegm. It is possible that 
wind as a third category was a latter addition to the theory, though further research is needed 
into the early history of these ideas.42 As formal medical doctrine evolved, the doctrine of 
three humors became the central explanatory model for disease for ayurveda, the scholarly 
medicine of India.“4 


In spite of the clarity and dominance of the three-humour theory, one sometimes senses that 
the model was being stretched, or applied as a veneer over older, folk traditions. For example, 
towards the end of the Caraka there occurs a description of treatments for disorders of the 


three most sensitive and important danger-points of the body, the heart, the bladder and the 
head. The text says: 


When blood and wind are vitiated because of the unnatural suppression of urges, then indigestion and the like cause the 
brain-tissue to be vitiated and to coagulate. When the sun rises, liquid matter slowly flows out, because of the rapid 
heating. As a result, there is sharp pain in the head during the day, that increases as the day goes on. With the ending of 
the day, and the resulting thickening of the brain-tissue, it calms down completely. That is termed, “The Turning of the 
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Day 
The therapy for this affliction includes the application of fats to the head, with a poultice, 
including the meat of wild animals sprinkled with ghee and milk. The patient is to drink the 
ghee of milk boiled with peacock, partridge, quail, and be given a nasal infusion of milk that 
has been boiled eight times. These therapies are not explained or justified in terms of humoral 
theory; they are just stated. Other parts of the medical classics are like this too, notably the 
section of the Susruta that deals with poisons, where therapies are normally recommended for 
symptoms without reference to any connecting theoretical model.1® 


I have used the word ‘equality’ in the context of this Indian humoral model. This translates 
the Sanskrit word sadmya which also means ‘eveness’ (as in the numbers 2, 4, 6, etc.), 
‘smoothness’ (as in a road), and related meanings. It does not exactly mean ‘balance’. For that, 
there is another lexical group of words, derived from the Sanskrit root vtul. As with English 
‘balance’, the Sanskrit tulad means both a gadget for weighing things and the idea of 
resemblance or equal measure. This is not a term that is ever used in Sanskrit literature in 
comnection with the humours. As readers we are accustomed to the idea of ‘the balance of the 
humours’ from Greek and later European narratives about humoral medicine. However, the 
characteristically Greek geometric harmony of the four humours and the hot—cold/dry—wet 
oppositions does not exist in the three-humour Indian model. Therefore, the metaphor of 
balance (tulad) is not present in the Indian model, but rather the metaphor of equal quantities of 
liquid in a cup, perhaps. 


Affinity 


The concept of affinity, or wholesomeness to the individual, appears frequently in ayurvedic 
theory in the context of models of disease, but has thus far been little explored by medical 
historians.’ ‘Affinity’ translates the Sanskrit word sadtmya.1® This is a compound of sa- ‘with’ 
and -atmya ‘relating to oneself’. Etymologically, then, s@tmya implies ‘connectedness with 
one’s self’. In sentences, the word indeed means ‘natural’, ‘inherent’, ‘wholesome’, ‘agreeable 
to one’s constitution’, or ‘having an affinity to one’s self’. In grammatical compounds, the word 
is most commonly joined to the word oka- (or okas) ‘home, refuge’.!2 This is a puzzling 
collocation that I am not at present able to explain clearly. It seems to be a way of reinforcing 
the sense of sdtmya, so okasadtmya might be ‘fundamental acquired affinity’. The Caraka 


described okaisdtmyam as ‘that which becomes suitable through habituation’ .2° 


The word sadtmya also commonly occurs in bigrams with season (rtu), place (desa) and 


food (anna), giving a sense of the semantic spread of the term. It is the personal suitableness or 
appropriateness to a person of a particular season, place or food: one’s affinity for a place, 
time, or diet. The ayurvedic model of ‘affinity’ is conceptually interesting for several reasons, 
amongst which is the fact that this suitability or wholesomeness-to-oneself is acquired, not 
inherent. The classical Sanskrit treatises develop this idea in some detail, describing graduated 
processes whereby a patient’s bad habits may be attenuated and new, better habits inculcated.2! 
The end of this process is that the patient gains an affinity (satmya) for the new, better habit. It 
becomes, literally, ‘second nature’. So the concept is similar to, but different from, the 
European idea of ‘nature’, as in one’s personal disposition or temperament.2¢ Nature, in this 
Western sense, is immutable, it is who we are. By contrast, ayurvedic affinity is malleable, the 
patient is trainable. It is nature, in a sense. Foods, places and seasons are natural to a patient, 
they agree with him or her. But this naturalness may be harmful and undesirable. In that case, it 
can be changed, and an unwanted bad habit can be transformed into a new, beneficial 
naturalness. 


Starting from this conceptual apparatus, the Sanskrit medical tradition had quite a bit to say 
about, for example, alcoholism and inappropriate diets. The tradition here took a more 
sophisticated approach to habit-change than that implied in the ordinary-language English 
expression ‘breaking habits’, with its connotation of immediacy and rupture.2? The locus 
classicus for the term satmya is its characterisation in the Caraka. As an example of bad 
habits, and inappropriate dietary habit, the Caraka described how people from villages, cities, 
market towns, or districts may be habituated to the excessive use of alkali. Those who use it all 
the time may develop blindness, impotence, baldness, grey hair and injury to the heart. 
Examples of such people are the Easterners and the Chinese:*4 ‘Therefore, it is better for those 
people to move by steps away from the affinity for that. For even an affinity, if it is gradually 
turned away from, becomes harmless or only slightly harmful.’ 


The Caraka here used the term affinity, for the bad habit. The full description of the term 
was as follows: 


Affinity (satmya) means whatever is appropriate to the self. For the meaning of affinity is the same as the meaning of 
appropriateness (upaSaya). It is divided into three kinds: superior, inferior, and average. And it is of seven kinds, 
according to the savours taken one by one and all together. In that context, the use of all the savours is superior, and a 
single savour is inferior. And standing in the middle between superior and inferior is the average. One should encourage 
the inferior and the average types of affinity towards the superior type of affinity, but only in step-by-step manner. Even if 
one has successfully achieved the affinity characterised by all the savours, one should adhere to using good things only, 


after considering all the [eight previously described] foundations for the special rules of eating,22 


This model linked the theory of affinity with that of the savours, or flavours (rasa), sweet, 
sour, salt, bitter, pungent and astringent. The discussion of these six savours in ayurvedic 
literature is detailed and pervasive.*® It forms an intrinsic part of almost all therapeutic 
regimes. There is some ambiguity in the tradition as to whether savours are qualities that 
inhere in foods and medicines, or whether they are actual substances, like modern 
‘ingredients’. But in either case, savours were understood to increase or decrease the quantity 
of the humours, and therefore formed one of the primary tools for manipulating humoral 


balance. Also notable in the above passage is the introduction of a combinatorics of levels of 
potency. This tendency to introduce a simple form of mathematics into medical thinking occurs 
in other contexts too, and seems to be an approach to a quantitative grasp of theoretical 


categories.2/ 


Later physicians continued to use affinity as a model of disease and therapy. The author 
Candrata (fl. ca. 1000 ce), commenting on the medical treatise of his father Tisata, brought 
together the discussions of several earlier authors on the topic, and added his own ordering 
and explanation.22 Candrata seems to have had a penchant for creating clear lists and 
classifications, and developed a theory of nine types of affinity together with a scale of their 
relative strengths. 


Raw residues 


In a chapter about the relationship between health and diet, the Caraka introduced the concept 
of the undigested residue of food that has been consumed in too great quantities.“ In this 
model, the belly contains food, liquid, and humours (wind, bile, and phlegm). Consuming too 
much food and drink causes pressure to build up on the humours, and they become 
simultaneously irritated. These irritated humours then merge with the undigested mass of food 
and cause solidification, vomiting, or purging. The three humours each produce their own set 
of pathological symptoms including, amongst others, stabbing pain and constipation (wind), 
fever and flux (bile), and vomiting and loss of appetite (phlegm). The corruption of the 
undigested residues (Sanskrit Gma) may also be caused by eating various kinds of bad food, 
and also by eating while experiencing heightened negative emotions or insomnia. A distinction 
is then articulated between two kinds of undigested residue: laxative and costive. Therapy for 
costive conditions can be hard because the treatments indicated may be mutually contradictory. 
(This is a problem that occurs periodically in ayurvedic therapy, and is also the danger 
inherent in the humoral colligation mentioned above.) Where corrupted residues are 
considered treatable, the therapies include the administration of hot saline water to induce 
vomiting, and then sweating and suppositories to purge the bowels. The model of disease used 
here involves the inflammation of undigested residues of food. The Sanskrit word is amas 
(nominative), which means ‘raw’. It is cognate with the classical Greek word @p16c that has the 
Same meaning, and it is striking that a similar doctrine about undigested residues also appears 
in the work On Medicine (Totpixd) by the Greek author known as Anonymus Londinensis 


preserved in a papyrus datable to the first century ce.22 


The idea of pathological residues continued to be used and to evolve alongside other 
etiological ideas throughout the history of medicine in South Asia. The ancient Compendium of 
Susruta noted the opinion of some experts who asserted that raw residues were one of the 
forms of indigestion, and discussed its classification and interaction with diet.2! The ayurvedic 
commentator Gadadhara, in the eighth or ninth century, regarded undigested residues to be 
humours, on the grounds that they themselves caused corruption or else because they became 


connected with corrupted humours.22 The concept of pathological residues had a particular 
attraction for medieval yoga practitioners. The Ayurveda Sutra is a unique work probably 
composed in the seventeenth century. Although its title would seem to be that of an ayurvedic 
work, it is in fact a syncretic work that attempts for the first time to combine yoga and ayurveda 
into a single therapeutic regime. However, its account of ayurveda is idiosyncratic, and it 
presents the model of raw residues as being the source of all diseases: ‘One should not retain 
raw residues, for raw residue is the beginning of all diseases, says the Creator. Curtailing it is 
health. Someone who is healthily free of residues, reverences the self.’22 The idea of raw 
residues as poisons has played well into modern and global New Age fusions of ayurveda and 
yoga in the twentieth and twenty-first centuries, where the theory overlaps with ideas about 
non-specific blood toxins and therapies based on cleansing and purgation.4 


Errors of judgement 


In the final analysis, according to the Caraka, all disease is caused by errors of judgement, or 
failures of wisdom. The Caraka’s term for ‘judgement, wisdom’ (prajfia) is well known from 
Indian philosophical writing and was especially taken up by later Buddhists as signifying the 
kind of wisdom that came from realizing that all existence is ultimately empty of permanent 
essence. But the Caraka has its own more specific definition of wisdom, as we shall see 
below. The Caraka’s word for ‘error’ (aparadha) is an ordinary-language word signifying all 
kinds of mistakes, offences, transgressions, crimes, sins or errors. When, in the third century 
bce, King Asoka commanded that his edicts be carved on rocks across India, he warned his 
readers that the stonemasons might make mistakes in carving the lettering, they might make 
aparddhas.» How did the Caraka unpack this concept of errors of judgement? 


First of all, the Caraka defined wisdom as the combined powers of intelligence (dhr ), will- 
power (dhrti), and memory (smrti).2° These powers may become impaired in different ways. 
As an example of impaired intelligence, the classical authors cited errors such as mistaking 
something permanent as temporary, or something harmful as helpful, etc. Poor will-power 
would be exemplified by a lack of self-control in the face of sensual enjoyments which are 
unhealthy. Faulty memory was exemplified when a person’s mind becomes so confused by 
passion or darkness, that they cease to be able to see things as they really are, and they cannot 
remember what should be remembered. Thus, erroneous mental processes lead a person to 
engage in several types of faulty activity that develop into a cascade of problems ending in 
illness. 


In the Caraka’s core model of disease, an error of judgement — faulty intelligence, will- 
power or memory — leads to the over-use, under-use or abuse of the senses, of action or of 
time.22 Wrong use of the senses would include listening to sounds that are too loud (over-use), 
looking at objects that are too small (under-use), or smelling a corpse (abuse). The sense of 
touch was treated as a special case, because the Caraka considered it to be the fundamental 
sense working in and through all the other senses, permeating the mind and the objects of 


cognition. Because of this, an unwholesome association of any sense and its object could be 
understood as an abuse of touch, and as a conduit by which the external world could adversely 
affect the inner being of a person. Wrong uses of action include similarly categorized 
inappropriate uses of body, mind and speech. The overuse of time would include 
experiencing unseasonably intense weather — winters that are too cold or summers that are too 
hot. The under-use of time is the inverse: winters that are not cold enough, and so on. The 
abuse of time would be experiencing winters that are hot and sunny, or summers that are snowy 
and cold. 


The Compendium of Susruta, the other major ancient medical encyclopaedia, does not 
mention the concept of ‘errors of judgement’. Rather, the Susruta presents a quite different 
taxonomy of illness groups. 


Diseases of body, environment, and the supernatural 


In its first book, the Susruta set out a general classification of medical afflictions.22 Pain, that 
defines illness when in a patient, is divided into three categories: pertaining to the body 
(adhyatmika), pertaining to the physical world (adhibhautika), and pertaining to non-physical 
causes (ddhidaivika). The first category, the bodily, was further broken down into ailments set 
in motion by the forces of conception, of birth, or of deranged humours. Diseases caused at the 
time of conception were caused by faulty sperm or female conceptual blood, and included 
diseases of pallid skin and haemorrhoids.*? Diseases of birth were related to the mother’s diet 
and behaviour during pregnancy. If she were undernourished or her pregnant cravings were 
denied, then the child might suffer from disabilities such as lameness, blindness, deafness, and 
dwarfism. Deranged humours could arise from anxiety or from faulty diet or behaviour, and 
could arise in the stomach or digestive tract. Deranged humours could affect the body or the 
mind. The second major category, traumas from the physical world, included physical assaults 
by animals or weapons. The third category, the non-physical, included ailments set in motion 
by time, such as exposure to seasonal extremes of temperature, or by supernatural causes such 
as curses and magic spells, or by processes of natural insult such as starvation and senility. 


The Susruta thus placed humoral medicine, such an important part of medical explanation in 
ayurveda in general, in a relatively minor location in its grand scheme of disease causation. In 
spite of this, the Susruta went on to emphasize elsewhere that the three humours are the very 
root of all diseases, because their symptoms can be seen, their effects witnessed, and because 
of the authority of learned tradition. The Susruta cited a verse from some older unidentified 
work that stated: ‘inflamed humours flow around in the body and get stuck because of a 
constricted space, and that becomes the site at which a disease arises’.“! Thus, the Susruta 
seems to have expressed a certain tension between its classificatory scheme of disease 
causation and the widespread dominance of the humoral theory. 


A good example of overlapping models in another author is Vagbhata’s account of fever, the 
first and most serious of diseases discussed by all the ayurvedic treatises. Vagbhata started 


with references to the mythology of the god Siva, but segued rapidly into a humoral narrative: 


Fever is the Lord of diseases. It is evil, it is death, the devourer of energy, the terminator. It is the fury born from Siva’s 


third eye, which destroyed Daksa’s sacrifice. It consists of the confusion that is present at birth and death.43 It is 
essentially a high temperature and it arises from bad conduct. Called by many names, it is cruel and exists in creators of 
all species. It is of eight types, according to the way the humours come together singly, in combination, or as being of 
external origin. Thus, the impurities, corrupted each by its own particular irritant, enter the stomach. They then 
accompany the crude matter, and block the ducts. They then drive the fire out of the place of digestion and to the 
exterior. Then, together with it, they snake through the whole body, heating it, making the limbs hot, and bringing about a 
fever. Because the ducts are obstructed, there is usually no sweat. 


Its first signs are lassitude, uneasiness, a heaviness of the limbs, dryness of the mouth, loss of appetite, yawning, and 
watery eyes. 


There is friction of the limbs, indigestion, breathlessness, and excessive sleepiness. There are goose pimples, flexion, 
cramp in the calf muscles and fatigue. The patient is intolerant of good advice and has a liking for sour, pungent and salty 
things, and a dislike for sweet foods. He also dislikes children. He is extremely thirsty. For no reason, the patient likes or 
dislikes noises, fire, cold, wind, water, shade or heat. 


Following these signs, the fever becomes manifest. 


This passage interestingly combines humoral corruption, the displacement of digestive fire, the 
flow of humors in the body and the existence of ducts that become blocked. It is not unusual to 
find several etiological explanations side-by-side in the texts. It seems that in addition to 
setting out to describe the facts of medical theory, the texts may also have functioned as 
toolboxes of ideas that physicians could use in order to construct the medical narrative 
appropriate for a particular patient in a particular situation. 


Invasive diseases 


In one of its several classificatory schemes, the Caraka asserted that there are three kinds of 
disease: 


The three diseases are the internally caused, the invasive (4gantuka), and the mental. Thus, ‘internal’ is what arises out 
of the body’s humours; ‘invasive’ is what arises from creatures, poison, wind, fire or wounding. And ‘mental’ is brought 


about by not getting what one wants, or getting what one does not want. 4 


Invasive diseases include those that arise out of demonic possession, poison, wind, fire, and 
assault. In all of these cases, according to Caraka, good judgement is violated. The Susruta 
uses the category of ‘invasive’ disease to talk about foreign objects that have to be surgically 
removed, including shards of iron, bamboo, tree, grass, horn and bone, and especially 


arrows.“2 


When, in the sixteenth century, ayurvedic authors first began to grapple with the problem of 
syphilis, it was classified as an invasive disease.“ The disease was first described in India by 
Bhavamisra in his sixteenth-century work Bhadvaprakdsa. Bhavamisra said that the disease 
was widespread in a country called ‘Phiranga’ — France or the Franks — and that therefore 
experts called it the ‘Phiranga disease’.““ Although Bhavamiéra classified it as an invasive 


disease, caught by carnal contact with those who had the disease, he noted that the humours 
were also involved and that the expert physician would diagnose the disease by means of 
noting the signs displayed by the humours. 


Epidemic disease 


Kampilya, a town on the Ganges close to 20° n 80° e, was the ancient capital of Paficala. The 
Caraka located a dialogue about epidemic disease at this place. The protagonists of the debate 
had to struggle with a major theoretical problem. Almost all models of disease in classical 
Indian medicine explain illness as some form of dysfunction of the patient’s unique, personal 
constitution. Yet, in an epidemic one witnesses many people suffering the same disease, in 
spite of their varying personal constitutions. ‘How can one single disease cause an epidemic 
all at once amongst people who do not have the same constitution, diet, body, strength, dietary 
disposition, mentality, or age?’, asked the Caraka.® The discussion of this point came to the 
conclusion that when the air, waters, places and times are corrupted or discordant, then 
diseases would arise at the same time and with the same characteristics, and they would cause 
the epidemic destruction of a locality. Corrupted air, for example: 


fails to correspond with the appropriate season; it is stagnant; it is too mobile; it is too harsh; it is too hot, cold, dry, or 
humid; it is overwhelmed with frightful howling, with gusts clashing together too much; it has too many whirlwinds; it is 
contaminated with antagonistic (asGtmya) smells, fumes, sand, dust, or smoke. 


Waters become turbid and are abandoned by wildlife. Corrupted places are full of mosquitoes, 
rats, earthquakes, and bad water. Time goes wrong when the seasons display inappropriate 
features. Underlying these physical causes, however, is a moral causality. Errors of judgement 
are the ultimate cause of epidemics, according to the Caraka. These errors lead to 
unrighteousness (adharma) and bad karma. 


Thus, when the leaders in a district, city, guild, or community transgress virtue, they cause their people to live 
unrighteously. Their subjects and dependants from town and country, and those who make their living from commerce, 
start to make that unrighteousness grow. The next thing is that the unrighteousness suddenly overwhelms virtue. Then, 
those whose virtue is overwhelmed are abandoned even by the gods. Next, the seasons bring calamity on those whose 
virtue has thus been overwhelmed, on those who have unrighteous leaders, on those who have been abandoned by the 


gods.42 


War is also implicated in the disruption of society that can lead to epidemic disease.22 The 
whole discussion of epidemic disease is concluded, in the Caraka, by a narrative about social 
decay during the present degenerate age of man, caused by a primal accumulation of excess in 
the original Golden Age. 


Because they had received too much, their bodies became heavy. Because of this corpulence, they became tired. From 
tiredness came apathy, from apathy accumulation, from accumulation, ownership. And ownership led to the appearance 
of greed in that Golden Age. 


A causal chain of further vices led to the diseases and social decay that the author saw at his 


time, including epidemic disease.2! 


Contagion 


Contagion plays almost no role in classical ayurvedic theory. A small number of references in 
the literature suggest that the idea was not completely absent, but it certainly played no major 
part in the general understanding of disease in ancient India.22 The Susruta, a century or two 
later than the Caraka, said: 


Skin disease, fever, consumption and conjunctivitis as well as secondary diseases are communicated from person to 
person by attachment, contact of the limbs, breath, eating together, lying or sitting down together, or from sharing clothes, 


garlands or makeup. 


This verse occurs at the end of a chapter, and the topic is not taken further. Similarly, a passage 
from the sixth-century Heart of Medicine noted the possibility of disease contagion through 
close proximity to others: 


Almost all diseases are contagious (sa?carin) through the habit of touching, or of eating and sleeping together and the 
like. Especially ailments of the skin and eyes. 4 


This sounds like a strong observation of the model of contagion. However, it is an isolated 
verse in the middle of a chapter about other things. The very next statement in the text relates to 
worms, and the author did not return to the subject of contagion. 


The philosopher Prajfakaragupta (fl. 750-810) casually used the following example to 
illustrate the behaviour of a crazy person: ‘The first person to go into a place like that gets 
sick . . . If that’s the case, I will not go in first. I will go in later.’°? The model of disease 
implied in this eighth-century gnomic jest is that presence in a particular place may cause 
disease. The verbal noun ‘go into’ (Skt. pravesa) suggests actual entry into an enclosed place, 
rather than just arrival at a country, such as might be experiencing an epidemic. The notion of 
contagion is not explicit, but the connection of disease with place is certainly present. Small 
increments in developing the idea of contagion took place in the discussion of the Caraka and 
the Susruta by the eleventh-century Bengali medical genius, Cakrapavidatta, who connected the 
ideas of contagion, unrighteousness, epidemics and skin diseases like leprosy.2° But the idea 
never gained traction amongst traditional physicians until ayurveda began to be influenced by 
European medical ideas of disease in the nineteenth century. 


Conclusion 
The traditional ayurvedic medicine of India is often represented as being an herbal medicine 


underpinned by a three-humour theory. This is true, but it is an inadequate account of 
ayurveda’s complexity. The three-humour theory pervades much of the theory of disease, but it 


is displaced or overlapped by other equally important theories. The idea of affinity, for 
example, influenced diet and cookery, and had a profound influence on cuisine and dietary 
regime in South Asia. The notion of raw residues led to the widespread development of 
purging therapies. 


Not all health practices in South Asia developed a self-aware scholarly tradition of 
reflection and theorization. Undocumented folk practices at the village or family level both 
informed scholarly practice and were influenced by it. Ayurvedic treatments of poisoning in the 
ancient treatises, for example, are almost devoid of humoral theory and mostly link symptoms 
with therapies, without an intervening layer of theory. A fine example of a completely isolated 
rationalization that may have originated as a folk belief occurs in the Caraka:~ 


If the path of a patient’s phlegm is corrupted by poison . . . and he breathes like a dead man and may die, then. . . one 
should apply the meat of goat, cow, water buffalo, or cock to an incision in the man’s head like a crow’s foot. Then, the 
poison moves across into the meat. 


Other bizarre explanations occasionally intrude into the otherwise stately narratives of the 
ancient encyclopedias. 


Across a large diverse society and through a period of more than three millennia, a 
multiplicity of diagnostic and therapeutic models developed in India. This plurality has 
persisted into the present time, with the Government of India providing official recognition, 


support and regulation for Ayurveda, Yoga, Unani, Siddha, Tibetan and Homoeopathic 


medicine, albeit at a much lower financial degree than for Modern Establishment Medicine.” 


The popularity and currency of applied ayurveda in the contemporary world has not always 
helped the appreciation of the heterogeneity of the disease models that existed historically, 
because most accounts of ayurveda have aimed at simplifying matters in order to reach a 
general audience, or have been confessional or promotional in purpose. The exploration of the 
disease models that were proposed in early Indian medicine remains a fertile area for research 
and clarification and will grow through the application of historical sensitivity and the close 
study of original sources. 


Notes 


1 The word ‘sensation’ (Pali vedand) is used in this passage to cover both experiences in general and painful experiences in 
particular. 

2 This account occurs in the Samyutta Nikaya, Vedand-samyutta, #21. Pali text edition by Leon Feer, ed. Sa’yutta- 
Nikaya. London: Henry Frowde for the Pali Text Society, 1884-1898; Internet Archive: pt4samyuttanikay0Opaliuoft: v. 4, 
230-31, a translation by Bhikkhu Bodhi, The Connected Discourses of the Buddha: A Translation from the Pali. 
Somerville, MA: Wisdom Publications, 2000: v. 2, 1278-9; Hartmut Scharfe, ‘The Doctrine of the Three Humors in 
Traditional Indian Medicine and the Alleged Antiquity of Tamil Siddha Medicine’, Journal of the American Oriental 
Society 119 (1999), 609-29, at 613. Translations given in this chapter are my own, but I also give references to published 
translations where available. 

3  Ca.ni.8 (1-4); Priya Vrat Sharma, ed. and tr. Agnivesakr ta Carakapratisamskr ta Carakasamhita = Carakasamhita. 

Agnivesa’s Treatise Refined by Caraka and Redacted by Dr dhabala, Varanasi, Delhi: Caukhambha Orientalia, 1981— 

1994, 1:294—5. 
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Samyuttanikdya 36.21 (Feer, Samyutta-Nikaya: v. 4, 231): pitta semham ca vato ca/sannipata utini ca/ visamam 
opakkamikan/ kammavipakena atthamiti//. 


It has been much discussed whether the Pali Canonical sermons represent the actual words of the Buddha or are a later 
re-creation by the monks of the early councils. My own judgement is that we can take the sermons as being more or less 
identical to the Buddha’s words. For some convincing arguments, see Alexander Wynn, ‘The Historical Authenticity of 
Early Buddhist Literature: A Critical Evaluation’, Wiener Zeitschrift fiir die Kunde Stidasiens XLIX (2005), 35-70, which 
suggests that the views he expressed are datable to the period before his death in about 400 bce. 


Scharfe, ‘The Doctrine of the Three Humors’, 612 ff. cites several other Pali passages that take the humoral model of 
disease for granted. 


Kenneth G. Zysk, Religious Healing in the Veda: With Translations and Annotations of Medical Hymns from the 
Rgveda and the Atharvaveda and Renderings from the Corresponding Ritual Texts, Philadelphia: American 
Philosophical Society, 1985, surveys the medical concepts recoverable from the Veda. 


A survey of over a dozen authorities whose works are lost is provided by Gerrit Jan Meulenbeld, A History of Indian 
Medical Literature (henceforth HIML), Groningen: E. Forsten, 1999-2002. 5v: 1A, pp. 689-99. 


HIML 1A, pt. 1, for a comprehensive overview and discussion. Introduction and selected translations in Dominik Wujastyk, 
The Roots of Ayurveda: Selections from Sanskrit Medical Writings, 3rd edn. London and New York: Penguin Group, 
2003, pp. 1-50. 


Ah.sii.1.19-21 (in Wujastyk, Roots, p. 205). 


ASvaghosa’s The Life of the Buddha was translated into Chinese in 420 ce and was widely popular across Asia in the first 
millennium. After being rediscovered in the nineteenth century, it is still read by Sanskrit students for its beautiful language 
and narrative construction. A recent edition and translation is that of Patrick Olivelle, Life of the Buddha by 
Ashvaghosha. Clay Sanskrit Library, New York: New York University Press & JJC Foundation, 2008. Arguments for 
dating ASvaghosa to about 50 ce are given by Philipp A. Maas and Dominik Wujastyk, The Original Asanas of Yoga (in 
preparation). 

Buddhacaritam 12.3 (Olivelle, Life of the Buddha, p. 328). I take ‘equality of their bodily elements (dhatusamyam)’ here 
to be equivalent to ‘equality of their humours (dosasamyam)’, since in medical theory ‘equality (samyam)’ is normally 
associated with the latter, not the former. Exceptions exist: inequality of the bodily elements/humours (dhdtuvaisyamyam) is 
one definition of disease (vikara) given by the Caraka at Ca.sii.9.4 (Sharma, Caraka-Samhita: 1:62). Scharfe, ‘The 
Doctrine of the Three Humors’, 624, noted that: ‘The older parts of the Carakasamhita consider wind, bile, and phlegm in 
their natural state as elements (dhatu) and only in their riled condition as faults (dosa)’. See further discussion by Philipp 
A. Maas. ‘The Concepts of the Human Body and Disease in Classical Yoga and Ayurveda’, Wiener Zeitschrift fiir die 
Kunde Siidasiens, 51 (2008), 123-62, at 152 et passim. 


Dominik Wujastyk, ‘Agni and Soma: A Universal Classification’, Studia Asiatica: International Journal for Asian 
Studies IV—V (2004), 347—70, explores the hot-cold, Agni-Soma, bile-phlegm parallelism that runs throughout ancient 
Indian culture. 

G. J. Meulenbeld, “The Characteristics of a Dosa,’ Journal of the European Ayurvedic Society 2 (1992): 1-5. 
Ca.si.9.79-81 (Sharma, Caraka-Samhitd: 2:653). The term ‘brain-tissue’ translates Sanskrit mastiska, a word commonly 
translated as just ‘brain’, although the ayurvedic texts describe it as a fatty substance and do not connect it with cognition. 
Su.ka, (Priya Vrat Sharma. Susruta-Samhita, with English Translation of Text and Dalhatia’s Commentary Alongwith 
(sic) Critical Notes, Varanasi: Chaukhambha Visvabharati, 1999-2001, 3:1-102. See also Wujastyk, Roots, pp. 139-46. 
A rare study of the concept in relation to the seasons is that of Francis Zimmermann. ‘Rtu-sdtmya, le cycle des saisons et 
le principe d’ appropriation’, Purusartha: recherches de sciences sociales sur l’Asie du sud 2 (1975), 87-105. 

A useful dictionary entry is given by S. K. Ramachandra Rao and S. R. Sudarshan. Encylopaedia of Indian Medicine, 
Bombay: Popular Prakashan, 1985-1987: v. 2:184—5. 

Lexical bigrams for satmya were generated using Oliver Hellwig, DCS: Digital Corpus of Sanskrit. 1999-, http://kic-fs- 
cluster. kjc.uni-heidelberg.de/dcs/index.php, accessed July 2015. 

Ca.sii.6.49bc (Sharma, Caraka-Samhitd, 1:47). 

See Ca.sii.7.36—38 (Wujastyk, Roots, pp. 7-8, 18; Sharma, Caraka-Samhitd, 1:51). 

See the fine historical exploration of the concept by Clive Staples Lewis. ‘Nature (with Phusis, Kind, Physical, etc.)’, in 


Studies in Words. Cambridge: Cambridge University Press, 1960. Chap. 2. Ayurveda also has a concept of a person’s 
immutable nature, the humoral disposition or temperament with which they are born (Sanskrit prakr ti). 


However, as far as I can tell, there is no analogue in ayurvedic literature to the contemporary idea of approaching habit- 
change through removing reinforcers or triggers. 
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Ca.vi.1.17—20 (Sharma, Caraka-Samhitd, 1:304—5). 
Ca.vi.1.20 (Sharma, Caraka-Samhita, 305). Cf. Ca.vi.8.118 (Sharma, Caraka-Samhitd, 381). 
Wujastyk, Roots, pp. 225 ff. 


Cf. Dominik Wujastyk, ‘The Combinatorics of Tastes and Humours in Classical Indian Medicine and Mathematics’, 
Journal of Indian Philosophy 28 (2000), 479-95. 
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Anonymus Londinensis VIII (W. H. S. Jones, The Medical Writings of Anonymus Londinensis, Cambridge: Cambridge 
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Holism in Ancient Greek and Indian Medicine, Delhi: Motilal Banarsidass, 2006, pp. 113 ff.; and Vivian Nutton, Ancient 
Medicine, London and New York: Routledge, 2004, p. 42. 

Susrutasamhitd, stitrasthana 26.499-513 (Sharma, Susruta-Samhitd, 1.556—9). 
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with Extracts from Atankadarpana by Vachaspati Vaidya, Varanasi: Chaukhambha Orientalia, 1986: 133). Cf. HIML 
1A.379 f., & n.212. At least one manuscript of Vijayaraksita’s commentary attributes this remark to Gayadasa, not 
Gadadhara (Yadavasarman Trivikrama Acarya, op. cit.: 133, variant 2). 

Shama Sastry, (ed.), Ayurvedasiitram Yoganandanathabhasyasametam = The Ayurvedasitram with the Commentary 
of Yoganandanatha, Mysore: Government Press, 1922, 1.8-12. See HIML 2A.499-501. 

See: Vaidya Bhagwan Dash and Manfred M. Junius. A Handbook of Ayurveda. New Delhi: Concept Publishing Co., 
[1983] 1987, pp. 34-6 et passim for an internalist view; and Jean M. Langford, Fluent Bodies: Ayurvedic Remedies for 
Postcolonial Imbalance (Body, Commodity, Text), Durham, NC: Duke University Press, 2002, pp. 154-5 for an 
ethnological analysis. 
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Memory and History, ed. Patrick Olivelle, Janice Leoshko, and Himanshu Prabha Ray, Delhi: Oxford University Press 
India, 2012, pp. 38-62: 59. 

Ca.Sa.1.98-109 (Sharma, Caraka-Samhitd, 1:406—77). The Sanskrit word translated as ‘memory’ is also used to mean 
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sensitive reading. 


Wujastyk, Roots, pp. 28-31. 
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This account is from Su.st.24 (Sharma, Susruta-Samhitda, 1:252—58). 
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Motilal Banarsidass, 2003. 

Su.sii.24.10 (Sharma, Susruta-Samhita, 1:257). 
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4 
RELIGION, MAGIC AND MEDICINE 





Catherine Rider 


Many societies have models of disease that are based on a physical understanding of how the 
human body works. Some of these are more familiar to modern readers than others. For 
example the humoral theory, which underpinned learned Western medicine from antiquity into 
the seventeenth century and beyond, looks very different from modern biomedicine but it is 
nonetheless based on an understanding of how certain physical factors within the body affect 
health: in this case, the four humours of blood, black bile, yellow bile, and phlegm.t However, 
physical models are rarely the only explanations for disease available or the basis for every 
kind of treatment. Instead they coexist with other models which can be described as religious 
and/or magical. An awareness of the difference between physical and non-physical models of 
disease goes back to the ancient world. For example, in around 400 bc the ancient Greek 
medical treatise On the Sacred Disease, which is part of the Hippocratic corpus, rejected 
religious explanations for epilepsy in favour of physical ones: 


I do not believe that the ‘Sacred Disease’ is any more divine or sacred than any other disease but, on the contrary, has 
specific characteristics and a definite cause. Nevertheless, because it is completely different from other diseases, it has 
2 


been regarded as a divine visitation by those who, being only human, view it with ignorance and astonishment.* 
Religious writers were sometimes equally negative about physical explanations and remedies, 
praising religious healing above medical cures. Thus a passage in the Life of the seventh- 
century Byzantine saint Theodore of Sykeon depicted the saint warning a sick person to ‘Have 
done with doctors. Don’t fall into their clutches: you will get no help from them. Be satisfied 
with this prayer and blessing and you will be completely restored to health.’? 


In both of these passages religious and medical models of disease were presented as being 
in competition, and the authors sought to persuade the audience to reject the ‘wrong’ model in 
favour of what they believed was the correct one. However, for most people the situation was 
not so clear cut. Even the Life of Theodore of Sykeon was sometimes more positive about 
doctors or surgery.‘ For this author as for many others, physical and non-physical explanations 
and treatments could coexist or even complement each other, and sick people might try 
physical and non-physical cures simultaneously or move from one model of disease to another, 
with little sense that the two were incompatible. In many cases the priority is likely to have 
been to find a cure that worked rather than to analyse exactly how it worked. 


This chapter will explore some of the religious and magical models of disease that have 


been offered in the past, and discuss the ways in which they interacted with one another and 
with ‘medical’ models of disease. It will start by discussing the difficult question of definition: 
what made an explanation or treatment ‘religious,’ ‘magical’ or ‘medical’? Who drew those 
distinctions, and why did they do so? It will also discuss some of the sources available to 
study this topic. The chapter will then move on to explore two roles played by religious and 
magical models of disease. First, religion and magic could offer broad explanations for why 
diseases existed, and why they afflicted some people and not others. Second, religion and 
magic offered a range of cures for disease, which could be used alongside or instead of 
medical treatments. 


Defining religious, magical and medical understandings of 
disease 


It is not always easy to categorize models and treatments of disease neatly as ‘religious’, 
‘magical’ or ‘medical’. Definitions of magic, religion, and medicine vary considerably across 
different societies and over time, and it is challenging to formulate distinctions that apply 
across more than one culture. In fact, the differences between religion, magic and science have 
been much debated in anthropology and sociology since the nineteenth century and scholars 
have offered many different views, which have been criticized in turn by later generations.? 
The issue has also attracted the attention of historians of medicine since at least 1915, when W. 
H. R. Rivers made ‘Medicine, Magic, and Religion’ the subject of the Fitzpatrick Lectures at 
the Royal College of Physicians in London. I will not offer a single set of definitions here but 
will highlight some of the problems historians of disease face when discussing ‘religious’ or 
‘magical’ healing, and describe some of the approaches taken by recent scholars. 


Many readers of this book will have an intuitive sense of what constitutes a ‘religious’ or 
‘magical’ approach to disease, in contrast to a ‘medical’ one, but these distinctions are 
culturally specific and in many societies they are difficult to draw firmly. In fact, several 
studies of healing in ancient societies have argued that modern terms such as ‘magic’, 
‘religion’ and ‘science’ are not appropriate for historical analysis at all, because past cultures 
did not always draw clear distinctions between ‘natural’ and ‘supernatural’ processes or 
between magical, medical and religious cures. For example, a recent study of ancient 
Mesopotamian medicine has argued that modern distinctions between the natural and the 
supernatural or between magic and medicine do not help us to understand the surviving 
evidence. In a similar vein, a study of ancient Greece has pointed out that the same Greek 
word, pharmaka, referred to a wide range of ways to affect the body, including medicinal 
drugs, poisons, charms, and spells which were recited over a patient. In addition to causing 
and curing illness, pharmaka could also be used for love magic.® Thus to categorize some of 
these pharmaka as magic and others as medicine could be criticized for imposing 
anachronistic concepts on the sources. 


Even when distinctions between the natural and the supernatural or between magic and 


medicine are made in the sources, there are variations as to what is placed in these categories. 
In an important book on early-modern demonology, Stuart Clark has shown that educated 
physicians and theologians in this period often regarded demons as part of the natural world, 
and believed that they caused illness by manipulating physical processes that took place within 
the body. Demonic illnesses were therefore natural, and only God could perform actions that 
were truly supernatural.2 As the seventeenth-century English physician John Cotta put it: 
‘Nature is nothing else but the ordinary power of God in al things created, among which the 
Divell being a creature, is contained, and therefore subject to that universall power.’!2 To take 
another example, many Western readers would now regard the use of astrology to diagnose and 
cure disease as not part of medicine, whereas educated physicians in the Middle Ages and the 
early-modern period, in both Europe and the Middle East, regarded astrology as an integral 
part of medicine and believed that it could provide crucial information about the future course 
of a disease and about when to administer remedies.4! The definition of a ‘medical’ or 
‘natural’ approach to disease therefore depends on changing understandings of the natural 
world and of what constituted science. 


The boundary between magic and religion is similarly difficult to pinpoint. As with magic 
and medicine, certain writers in many periods have tried to draw a clear distinction between 
the two. For medieval and early-modern Christian theologians and other educated clergy, for 
example, the difference between a religious and a magical cure depended on the source of 
power which lay behind that cure. Religious cures appealed to God and the saints and drew on 
their power, whereas magical ones relied on the power of demons. It could be difficult, 
however, to apply these categories to individual remedies. A cure for toothache recommended 
by the early fourteenth-century English physician John of Gaddesden, who had studied 
medicine at Oxford, illustrates some of the problems: 


Write these words on the patient’s jaw: ‘+ In the name of the Father, the Son, and the Holy Spirit, Amen. + rex + pax + 


nax + in Christ the Son.’ And [the toothache] will instantly cease, as has often been observed.22 


The + signs indicate where the reader should draw the sign of the cross. Were cures such as 
this one religious or should they be viewed as magic? On the one hand John of Gaddesden did 
not label this as magic, but rather included it in a medical treatise among many plant-based 
cures. The appeal to the Father, the Son and the Holy Spirit is a common Christian formula and 
other verbal cures from this period included a variety of other well-known prayers, including 
the Lord’s Prayer, and appealed to one or more saints. On the other hand, the words ‘rex pax 
nax’ are more difficult to categorize as religious. ‘Rex’ (king) and ‘pax’ (peace) have meanings 
in Latin but ‘nax’ does not and the placing of the three words together seems to owe more to 
their sound than to the meanings of the words. Other charms went further and included words 
that had no clear meaning in any language. The use of unknown words or words that did not 
form comprehensible sentences was often cited as a characteristic of magic. Thus the 
thirteenth-century philosopher Thomas Aquinas, whose ideas about magic were influential in 
later centuries, deemed it magic to mix unknown words with well-known prayers, in case the 
unknown words were the names of demons.42 However, John’s inclusion of the cure shows that 
even well-educated physicians did not always agree with this strict position. 


The boundary between religious and magical cures therefore depended to some extent on 
ideas about what was, and was not, an acceptable use of ritual: about, for example, whether it 
was appropriate to invoke the Father, the Son and the Holy Spirit to cure toothache. The 
answers varied between different writers and they also varied over time. For example, the 
practice of praying to a saint for a cure, or making a pilgrimage to a saint’s shrine, was 
widespread in medieval Europe and has continued in Catholic tradition up to the present day. 
For some sixteenth-century Protestant reformers, however, the miracles which were said to 
have taken place at saints’ shrines were either frauds or magic, drawing not on God’s power 
but on the devil’s.44 To add to the complication, ‘magic’ has often been used as a term of insult, 
to discredit the activities of opponents — as sixteenth-century Protestants did with Catholic 
saints’ shrines. Educated medical practitioners also attacked the cures offered by other 
practitioners as ‘magic’, as the anonymous author of On the Sacred Disease did when he 
denounced those who offered divine explanations for epilepsy as ‘witch-doctors, faith-healers, 


quacks and charlatans’ 2 


Faced with these problems of definition and categorization, many historians prefer to 
respect the categories used in the societies they study and explore how particular diseases and 
cures would have been regarded within those societies, rather than relying on definitions 
which reflect modern ideas.2° This avoids the danger of imposing anachronistic ideas about 
‘magic’ or ‘medicine’ on past cultures, which may have seen things very differently. It also 
allows scholars to explore in detail where individuals within that society drew distinctions 
between religion, medicine and magic. There are, however, limitations to this approach. It 
tends to privilege the views of the educated over those of the uneducated, especially in 
societies where literacy is limited, because only the educated are likely to leave evidence of 
their definitions of religion, magic and medicine.’ It can also make it difficult to draw 
comparisons between different societies because it emphasizes how culturally specific ideas 
and practices are, rather than focusing attention on the similarities between different cultures. 


Other scholars have situated magic and religion, or magic and medicine, at opposite ends of 
a spectrum, rather than presenting them as distinct categories."® In particular several historians 
of early-modern Catholic Europe have chosen to view both religion and magic as part of a 
wider ‘economy of the sacred’ or ‘system of the sacred’, in which Christian rituals and words 
were used for a variety of purposes, including healing? These rituals ranged from officially 
sanctioned prayers performed by clergy to informal actions performed by lay people. Educated 
clergy sometimes expressed anxiety about these unofficial uses of sacred power, labelling them 
as ‘magical’ or ‘superstitious’, but the demand for them was great and many priests and lay 
people continued to stretch the official boundaries of religion in the hope of curing illness or 
relieving the other difficulties of early-modern life. 


As these different approaches show, there is no single ‘right’ way to define magic, medicine 
or religion when analysing historical sources; rather, different definitions can allow for 
different types of analysis. Historians working on magical and religious understandings of 
disease therefore need to be aware of the problems associated with the categories they choose 
so that they can make their own decisions about how to define the models of disease and 


treatments they discuss. Nevertheless, we should not see either magical or religious models of 
disease as irrational. Studies of ancient, medieval and early-modern magic, in particular, have 
argued that in these societies magic was a rational activity that made sense because a belief in 
magic fitted in with the assumptions that these cultures made about the world around them.22 As 
one influential study of medieval magic explains: 


To conceive of magic as rational was to believe, first of all, that it could actually work (that its efficacy was shown by 

evidence recognized within the culture as authentic) and, secondly, that its workings were governed by principles (of 
ot 
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theology or of physics) that could be coherently articulate 
Similarly if you believe that God or the gods are able to influence the course of events on 
earth, it is rational to explain disease in religious terms and seek religious cures. To dismiss 
these responses as irrational is to misunderstand the people who found them a useful way to 
deal with difficult situations and believed that they were effective. 


Sources 


Despite these challenges, there is much that can be done to explore religious and magical 
understandings of disease, and their relationship to medicine. A wide range of source material 
survives. Medical writings are an important source. Treatises like John of Gaddesden’s 
compendium or the ancient Mesopotamian medical texts discussed by JoAnn Scurlock may 
include ‘magical’ or religious cures, and they may blame certain illnesses on the action of God 
or the gods, demons or magic. The significance of these ‘magical’ or ‘religious’ elements 
varies. In Gaddesden’s treatise, and in most other learned medieval medical works, they play a 
comparatively minor role. In Scurlock’s material, by contrast, they are much more prominent 
and harder to distinguish from physical cures. In addition to recommending magical or 
religious treatments, medical writers sometimes denounced the activities of other practitioners 
as magic, as the author of On the Sacred Disease did. These attempts to exclude ‘magic’ from 
medicine can tell us much about how medical practitioners regarded their own identity and 
how they tried to establish their superiority over practitioners who offered alternative views of 
disease. 


The views of less well-educated medical practitioners and their clients are more difficult to 
recover but for the period after 1500, especially, it is possible to gain some understanding of 
individual cases. Across Europe secular and ecclesiastical courts, including in Catholic areas 
the Inquisition, prosecuted individuals for magical healing, although the number of people 
prosecuted probably represented a small proportion of the total number of healers. These 
trial records contain much detail about views of disease and about the range of cures on offer. 
Since the nineteenth century, folklorists and anthropologists have also interviewed folk healers 
and recorded their practices and their understandings of disease, as well as interviewing the 
men and women who visit them.” 


The writings of theologians and clergy, such as Thomas Aquinas’s discussion of magic 


words in cures, are also useful in understanding how religious writers viewed the boundary 
between magic, religion and medicine, and they sometimes give us a very different perspective 
from the views found in medical works and trial records. Documents preserved by religious 
healing centres, such as shrines, go back to the ancient world and include details of who was 
cured and from what condition, which gives us useful information about attitudes and 
responses to disease. They can also describe the experiences of people from a range of 
different social groups, which allows us to look at the views of the uneducated as well as the 
educated, as long as we bear in mind that the testimonies were written up and shaped by 
educated scribes. 


Sources also survive which articulate less mainstream ideas and practices. One example 
would be modern New Age healing guides, which often combine healing with religious themes 
and the search for personal growth. There are even sources which give instructions for how 
to manipulate disease in ways that many people at the time would have deemed illicit: for 
example, magical texts from the ancient world onwards include instructions for how to cause, 
protect against or cure diseases and other forms of harm caused by magic.” In addition to the 
types of source discussed here, almost any source which records individuals’ attitudes to and 
experiences of disease can help us to understand religious and magical views, including 
diaries, letters, and works of fiction. Often it is necessary to bring more than one type of source 
together to gain an understanding of how most people may have viewed the role of religion or 
magic in causing and curing disease. 


Religious and magical explanations for disease 


One function performed by religious and magical models of disease — like medical ones — is to 
offer broad frameworks within which diseases and other health conditions can be understood. 
In contrast to most medical frameworks, however, religious and magical explanations can seek 
to answer different questions. One is the difficult question of why diseases exist at all. These 
questions are explored in most detail by religious writers. For example, early Christian 
thinkers debated why a good God allowed people to suffer from disease.2° The answers that 
they offered existed alongside the humoral medicine which was derived from ancient Greece, 
but they nevertheless remained a distinct kind of explanation for disease and its place in the 
world. 


Religious models of disease can also offer answers to another, related but perhaps more 
pressing, question: Why do diseases happen to certain people and not others? The answers to 
this have taken a variety of forms. In some cases disease could be seen as God’s punishment 
for sin. For Christian and Jewish thinkers there were precedents for this in the Old Testament: 
for example God briefly struck Moses’ sister Miriam with a skin disease after she criticized 
him (Numbers 12:9-15). The idea that diseases could be divine punishments did not disappear 
in later centuries. Stories setting out how sinners were struck with disease or sudden death as 
punishment for their misdemeanours circulated throughout the Middle Ages and continued to be 
told into the sixteenth and seventeenth centuries. In these stories the disease often fitted the sin, 


striking the fingers of thieves and the genitals of lechers.2’ These stories were lurid and 
unsubtle but they did convey a clear message that diseases, especially sudden and gruesome 
diseases, could occur as retribution for sinful behaviour. They rested on a widespread belief in 
God’s providence, which assumed that God intervened regularly in the world, in order to 
correct sinners, bless the righteous, and dispense justice.“ 


There were also more positive ways of interpreting disease. Christian writers sometimes 
emphasized that God might use disease as a test for those He favoured, often taking their 
inspiration from the Old Testament book of Job. In this book God permitted Satan to afflict the 
pious Job with a series of misfortunes and illnesses in order to test his faith, but Job continued 
to trust in God, who eventually restored his fortunes. The story was retold numerous times in 
later centuries and the retellings conveyed the message that illness could be sent by God as an 
opportunity for spiritual growth.“2 For medieval Christians this was linked with the belief in 
Purgatory, which held that suffering was necessary in order to atone for sins committed during 
life. Disease and physical suffering could therefore offer the chance to atone for sins before 
death and lessen the time spent in Purgatory afterwards. Moralists might even praise people 
who asked for disease in order to expiate their sins: thus the twelfth-century Norman monk 
Orderic Vitalis tells of a monk, Ralph, who after a misspent youth became concerned about his 
soul and ‘humbly implored God to afflict his body with incurable leprosy so that his soul might 
be cleansed of its foul sins’.22 Most people probably did not go so far, but the idea persisted 
that disease was part of God’s plan for individuals and could purify the soul if it was endured 


in the right spirit.2! 


A belief in magic can also offer answers as to why disease occurs, and why it happens to 
one person and not another. One of the classic anthropological studies of magic, E. E. Evans- 
Pritchard’s Witchcraft, Oracles and Magic among the Azande, first published in 1937, argued 
that the witchcraft beliefs of the Azande, who lived in what is now southern Sudan, were 
important precisely because they offered explanations for misfortunes, including disease. 
Evans-Pritchard argued that the Zande linked many (but not all) deaths from disease to 
witchcraft. Witchcraft did not explain everything: the Zande recognized that diseases existed as 
part of the world around them and sought to treat them. According to Evans-Pritchard, what 
witchcraft offered was an extra layer of explanation. It could explain, for example, why one 
person caught a disease when another did not, and why one person died from a disease while 
another recovered.** Zande witchcraft beliefs also offered a way to manage disease: once 
witchcraft was identified as the cause, the kinsmen of the sick person could then take measures 
to identify the witch and ask him or her to cure the illness.*° Influenced by anthropological 
studies like Evans-Pritchard’s, historians of witchcraft in early-modern Europe, such as Robin 
Briggs, have also stressed that European witchcraft beliefs functioned, in part, as a way of 
explaining and managing disease, with many accusations designed to pressurize the ‘witch’ 


into offering a cure.4 


Most of the explanations described above could be applied to any disease and often to other 
misfortunes as well, but certain conditions seem to have been particularly likely to attract 
religious and magical explanations. Carole Rawcliffe has noted that medieval religious writers 


tended to portray plague as a collective punishment for sins committed by the community, 
while they tended to present leprosy and mental illnesses as punishments for individual sins — 
although they often included a wider range of conditions under these headings than modern 
physicians would. These conditions were sometimes singled out because they were 
mentioned in the Bible as having been caused by God or by demons. Thus Miriam’s skin 
disease in Numbers 12 was often interpreted by medieval commentators as leprosy, while in 
the New Testament Jesus is shown healing a number of people who were possessed by demons 
whose symptoms matched medieval understandings of ‘insanity’ and epilepsy.2° In some cases 
similar beliefs existed in non-Christian cultures. In particular, as we have seen, epilepsy was 
linked to gods and demons by some healers in ancient Greece, even though the author of On the 
Sacred Disease rejected the idea. 


Sudden and horrific diseases also seem to have attracted religious explanations. When the 
Black Death spread across Europe in 1348, killing up to a third of the population, moralists 
sometimes described it as a punishment for sin in general, and on occasion singled out 
particular sins: a number of English chroniclers blamed it on the aristocracy’s enthusiasm for 
participating in tournaments.2’ The idea that plague was a divine punishment persisted into 
later centuries and was not unique to Christian writers. In the early sixteenth century, the 
Spanish Jew Ilyas ibn Ibrahim, writing for the Ottoman court, noted that ‘whenever God wants 
to punish sinners, He deliberately sends the sickness called the plague’ and for that reason 
doctors were ‘lost and helpless’ to cure it.22 Appearing suddenly in the late fifteenth century 
with devastating consequences, syphilis was likewise often presented as a divine punishment, 
and not surprisingly as a punishment for sexual immorality in particular. 


Even these diseases and conditions were never viewed exclusively in religious terms, 
however. Medieval and early-modern physicians offered many physical explanations for both 
plague and syphilis, including corrupt air, the malign influence of the planets, the condition of 
the individual’s body which might render him or her more vulnerable to the disease, and 
increasingly they also discussed the possibility of contagion.*? Often they presented these 
physical causes as compatible with the view that plague and syphilis were, ultimately, sent by 
God. Thus the fifteenth-century friar Thomas Moulton, whose plague treatise was printed 
several times in the sixteenth century, implied that God worked through natural (in this case 
astrological) causes to bring about the plague. Not every author was so willing to present 
physical and divine causes as inter-linked, however: some medical writers emphasized 
physical means for preventing infection from the plague and passed quickly over religious 
explanations, while moralists criticized medical pamphlets for neglecting the plague’s spiritual 
causes and remedies.*! Similarly not every case of ‘insanity’, epilepsy or leprosy was 
attributed to divine punishment or demonic possession. Ancient and medieval physicians 
offered a wide range of physical explanations for these conditions, often tracing them to 
imbalances in the body’s humours, sometimes in turn provoked by poor diet or other lifestyle 
problems.“ Religious writers likewise did not attribute every case of epilepsy or insanity to 
possession, and many Christian authors who recorded the miraculous cures performed by 
saints distinguished carefully between epileptics, the ‘insane’ and the possessed. 


Conversely under the right circumstances any illness or accident could be interpreted as a 
divine punishment. A medieval account of the miracles performed by St Foy, compiled at her 
shrine in Conques in the south of France, recorded a number of cases in which people who 
failed to show respect to the saint or the monks who tended her shrine were punished with 
disease. Benedict, a servant sent by his master to seize the monks’ wine, was struck with 
paralysis and died a few days later. A noblewoman who went on pilgrimage to Conques but 
hid her gold ring so as to avoid having to make an offering to the saint was punished with 
fever, and only recovered when she offered Foy the ring. Here the speed with which the 
illness or death followed the sin is emphasized, and it is sometimes accompanied by a vision 
of the saint which made the connection clear. In these cases the circumstances surrounding the 
disease seem to have been more important than the specific disease involved. 


Historians of early-modern witchcraft have often drawn similar conclusions. Certain 
conditions seem to have been linked to magic more than others, and witness testimonies in 
witch trials frequently describe witchcraft illnesses as strange or unfamiliar.” The mysterious 
nature of these conditions therefore seems to have encouraged non-physical explanations. 
Nevertheless, as with punitive miracles, the events surrounding the onset of the disease were 
also important and any disease might, under the right circumstances, be presented as the direct 
result of magic. In particular, if the illness followed a quarrel with a suspected witch then 
witchcraft was more likely to be suspected.*® 


In most cases the choice of a religious or magical model for disease did not mean rejecting 
other models. It was quite possible to believe that a particular illness had been caused by God 
or witchcraft, and simultaneously to believe that many illnesses had physical causes which 
could respond to medicine. From ancient Greece onwards, medical writers offered physical 
explanations for all kinds of diseases based on humoral theory, and these models were taken up 
by educated physicians in Europe and the Middle East in later centuries. However, as we have 
seen, many of these physicians did not reject the idea that God or magic might ultimately cause 
illnesses by manipulating their physical causes. In other cases people might move between 
religious, magical and medical models of disease. For example, accounts of cunning folk, 
popular healers who specialized in the cure of witchcraft, suggest that sick people who 
approached them often did so after home remedies and conventional physicians had failed.“ 


The relative weight placed on religious, or magical, explanations for disease varies over 
time and between different cultures. Often these changes reflect wider changes in medical 
knowledge, such as the rise of biomedical models of disease based on contagion, bacteria and 
viruses. In the West these have, from the eighteenth century onwards, relegated religious and 
magical explanations of disease to a more marginal position. For example, the discovery of the 
plague bacillus, Yersinia pestis, in 1894 caused this to become the pre-eminent model for 
plague in the West, although there is still debate about whether this particular bacillus was 
responsible for all earlier outbreaks of what our sources call ‘plague’.“? However, it would be 
too simplistic to speak of a linear progression from ‘religious’ and ‘magical’ understandings of 
disease to ‘medical’ ones. Religious models of disease continue to be important to many 
people. Thus anthropological work on the Catholic shrine at Lourdes, in southern France, has 


noted that pilgrims are reminded of the spiritual benefits of physical suffering, which can bring 
sick pilgrims closer to Christ.’ Other pilgrimage sites also continue to attract a variety of 
visitors seeking healing (among other things), including Iona in Scotland and Glastonbury in 
Somerset, which attract pilgrims with both Christian and New Age interests.2° Under the right 
circumstances magical explanations can also increase in importance. A good example of this 
has been highlighted by recent studies of the occult in Africa, which have stressed that 
witchcraft beliefs are often intimately linked with modern political and economic changes, and 
are not simply survivals of a ‘traditional’ culture.2! Religious and magical explanations of 
disease have therefore often coexisted with physical ones in the past and they continue to do so 
ina variety of contexts. 


Models of cure 


As well as explaining disease, religion and magic also offer cures. Again these cures may 
operate alongside medical cures, or act as an alternative to them. They range from simple and 
often undocumented activities, such as private prayer, to more time-consuming and elaborate 
practices, some of which will be discussed below. This section will survey some of these 
religious and magical cures, and explore the ways in which they interact with one another and 
with ‘medical’ cures. 


One widespread way of seeking a religious cure is to appeal to a holy man or woman. 
Miraculous healing has long been an important part of Christian culture: the New Testament 
shows Jesus performing healing miracles, and from antiquity onwards one of the key attributes 
which caused someone to be recognized as a saint was an ability to heal the sick. As early as 
the fourth century ad, healing miracles formed a crucial part of the biographies of many saints. 
The mid-fourth-century Life of St Antony, a hermit living in the Egyptian desert, told how 
Antony cured many sick and possessed people who came to him for help, although the Life is 
careful to stress that the cures were worked by God and not by Antony himself.2* The Life of 
Antony was one of several highly influential early Christian saints’ lives and in later centuries 
healing continued to be a crucial activity for saints. In 1200, medieval popes began to oversee 
saint-making by instituting a formal canonization process, which required a saint’s supporters 
to compile written evidence of the miracles he or she had performed, complete with witness 
statements. The majority of the miracles recorded were healing miracles, and the witness 
testimonies tell us much about medieval attitudes to disease, medicine, and religious healing.» 
Today saints and holy men and women are still deemed to have an important role as healers 
and pilgrimages to sacred places remain a method for seeking healing. The shrine at Lourdes is 
one well-known example but this is not only a Christian phenomenon. An anthropological study 
of infertility in Egypt by Marcia Inhorn has discussed how Egyptians suffering from infertility 
and other health problems may visit the tombs of Sufi healers to ask them to intercede with 
God, although not all Egyptians are in favour of this practice.4 


Seeking religious healing is not in most cases a rejection of medicine. Pilgrims to Lourdes 


may come from hospitals, for example, and the seriously ill may be accompanied by doctors 
and nurses to provide specialist medical care.22 Similarly the infertile women interviewed by 
Inhorn had often tried many different forms of treatment, including biomedicine, folk medicine, 
and prayer at religious shrines. Some rejected one kind of treatment in favour of another but 
many combined different kinds of therapy.2° Medieval accounts of miraculous cures sometimes 
stressed how much better miracles were than conventional medicine, as we have seen, but 
most Christian writers were not hostile to medicine. More often they emphasized that God, 
who had created the world, gave medicinal substances and medical knowledge to man.22 From 
the thirteenth century onwards, medieval canonization committees also respected medical 
knowledge and called in doctors to give expert advice on whether or not a cure was truly 
miraculous, as canonization processes still do. 


Religion has also played a key role in encouraging the provision of care for the sick. The 
first European hospitals were religious institutions, founded as acts of charity, so that the rich 
could benefit from the prayers of sick people who, because of their suffering, were deemed to 
be closer to Christ. Many medieval European hospitals provided food, rest and prayer rather 
than specialist medical attention but some Byzantine hospitals were employing physicians as 
early as the sixth century.’ In the medieval Muslim world hospitals were likewise more 
medicalized: the ‘Adudi hospital in Baghdad, founded in 982, was said to have employed 25 
medical practitioners, including oculists and surgeons as well as physicians.2 By 1500, 
hospitals had also begun to emerge as medical centres in Western Europe and the hospital of 
Santa Maria Nuova in Florence was one of the first to be run as a therapeutic centre by 
medical professionals.®! Nevertheless the impulse behind providing this medical care 
remained religious and Santa Maria Nuova’s statutes reminded the rector of the hospital and its 
officers ‘to live together in piety for the salvation of their souls and the good of the hospital’ 
and to ‘shelter and tend the sick poor who come to the hospital as they would Christ 
Himself’.®* Smaller and less well-funded hospitals were probably far less medicalized but 
they existed all across medieval and early-modern Europe, showing how religious and 
charitable impulses could complement the physical care of disease and the patronage of 
secular medicine. 


It is less common to find cures that claim to be ‘magical’ since the term often carried 
negative connotations. Charms such as the one quoted from John of Gaddesden’s medical 
treatise earlier in this chapter are rarely labelled ‘magic’ by the writers who recommend them: 
instead, Gaddesden and other medieval medical writers categorized them as ‘empirical 
remedies’ which could not be explained by the humoral theories which formed the basis of 
medieval medicine, but which had been proved by experience to work.®? However, there was 
scope for debate about what exactly constituted a magical or empirical remedy, and as we have 
seen charms like Gaddesden’s were sometimes labelled as ‘magic’ or ‘superstition’ by 
observers who took a stricter view. Often these were clergy concerned about prayers and 
rituals being used in ways that had not been officially approved, an issue which attracted 
particular attention from Christian theologians in fifteenth-century Europe and again after the 
Reformation.“ Concerns about ‘magical’ uses of religious rituals were not confined to the 


Christian world. A number of medieval Muslim authors of Prophetic Medicine treatises (a 
tradition of medical writing based on the Qu’ran and the sayings of the Prophet) likewise 
rejected the use of written talismans and amulets to cure illnesses, although this rejection was 
not universal and other treatises advocated them. Criticism of unexplained remedies might 
also come from educated physicians although they tended to dismiss them because they were 
ineffective rather than because they were magical. For example, the fourteenth-century French 
physician and surgeon Guy de Chauliac criticized charms and empirical remedies as ‘mere 
tales’ © Despite these criticisms, however, charms and amulets continued to be widely used in 
later centuries and were probably deemed acceptable by many people. 


Healers who offer a mixture of ‘magical’, medical and religious cures are also well 
documented in many societies. In England until the early twentieth century they were known as 
‘cunning folk’ and they offered a range of services, including cures for illnesses caused by 
witchcraft and other diseases.© Similar healers have been found in many parts of Europe. 
These practitioners were a diverse group. In seventeenth-century southern Italy, magare or 
wise women accused of magical healing are particularly prominent in the records of the 
Inquisition, but in 1565 the local priest of the town of Guagnano gave a much more varied list 
of ‘enchanters’ operating in the town which included both men and women: 


Andrea Cappuccella; Antonio Agliano, alias Pipici, enchants [incantat] the pains of animals; Clementia Memma enchants 
the bewitched; Don Giuseppe Memmo enchants the diseases of animals; Pompilio Candido enchants the chill fevers of 


men; Sister Avenia enchants the pains of joints; Sister Rosata enchants headaches.£2 


Although it is hard to tell how numerous these local healers were, they probably made up the 
majority of medical practitioners before the twentieth century. 


It is difficult to know how these practitioners were regarded by the majority of the 
population. On the one hand, people were clearly prepared to consult them and to pay for their 
services. On the other hand, there seems to have been a certain level of ambivalence about 
their activities. The groups who were most active in defining and condemning magic — strict 
clergy and educated medical practitioners — labelled cunning folk as ‘witches’.“ This was 
perhaps not surprising, but cunning folk were also vulnerable to accusations made by others. 
There seems to have been a widespread sense that those who knew how to heal might also 
know how to harm and, in particular, if cunning folk failed to cure a bewitched person or made 
their illness worse, then they might be suspected of having caused the problem in the first 
place. Cases of this sort are not common but they nonetheless suggest that folk healers were not 


always regarded as benign or harmless practitioners.“ 


‘Magical’ and ‘religious’ cures can therefore be seen interacting with ‘medical’ ones in a 
variety of ways. The boundary between the three categories is not always easy to draw, and 
depends to a large extent on whose view is preserved. Clergy or educated physicians, who had 
the most interest in distinguishing supposedly licit from illicit forms of medical practice, 
provide the majority of our sources but they probably took a stricter view of what constituted 
‘magic’ than many of their contemporaries. Nevertheless, debate and disagreement about the 
legitimacy of certain cures could also occur among other groups of people, as with the 


differing views of appealing to Sufi healers found by Marcia Inhorn in Egypt. In many societies 
these different kinds of cure were available simultaneously, and patients had some freedom to 
choose between them or to combine medical, religious and magical cures from a variety of 
different healers. A number of historians working on the pre-modern period have described 
this situation as a ‘medical marketplace’, although the concept has been criticized for (among 
other things) assuming that the average patient had a greater choice of healers than was perhaps 
the case.” It is true that many sufferers of disease did not have an unlimited choice of cures: 
their options were restricted by what was available locally and what they could afford. 
Nevertheless, we can see people like the Egyptian women interviewed by Inhorn or the 
Victorians who consulted cunning folk moving from one method of healing to another and 
choosing what they deem to be the most appropriate response to their condition, based on their 
own analysis of what has caused the problem. 


Alongside this image of diversity, we can also see long-term changes. In Europe and the 
West more generally, a slow growth in the prestige of university medicine tended to ignore or 
marginalize magical and religious cures in favour of physical ones. This process took many 
centuries but its beginnings can be seen in the Middle Ages. In a study of fourteenth-century 
Aragon, Michael McVaugh has argued that there was a rise in the numbers of medical 
practitioners claiming university learning and there were signs that it was viewed as 
prestigious. Although the overall numbers of university-trained physicians remained small, 
kings and aristocrats who could afford this expensive kind of medicine increasingly chose to 
spend money on it and supported university faculties of medicine.“ This does not mean that 
religious or magical cures disappeared, however. Rather, as with explanations for disease, the 
balance between magical, medical and religious cures varies across time and between 
different societies and changes are the product of wider forces which shape medical 
knowledge and practice. 


Conclusion 


This chapter has explored some of the ways in which ‘religious’, ‘magical’ and ‘medical’ 
models of disease interact, and highlighted some of the complexities associated with 
researching this topic. It is clear that, in many societies, these models do not operate on 
separate planes. Religious, magical and medical explanations for disease can coexist and 
sometimes compete, and sufferers may move from one model to another depending on what is 
most easily accessible, what suits their circumstances and, perhaps most importantly, what they 
believe is most effective for their particular condition. Medical writers and clergy have often 
sought to draw sharp boundaries between religion, magic and medicine, but they have also 
acknowledged the existence of grey areas such as ‘empirical remedies’. The boundaries 
between these categories, and the ways in which religion, magic and medicine interact, are 
thus very different in different societies, and there is room for more work on these concepts, 
the overlaps between them, and the ways in which academic medical theory or theological 
ideas influenced people’s choice of remedies in practice. 


There is also still work to be done specifically on religious and magical views of disease, 
which have been less studied than medical theories. For example, we know comparatively 
little about how medical writers in many periods perceived the religious, demonic, or magical 
aspects of disease. How did they think magical or religious causes of disease interacted with 
physical ones? Did they deem religious or magical issues relevant to their own practice of 
medicine and, if so, in what ways? Treatises by physicians exploring these questions have 
received some attention, for example from Stuart Clark,“ but many remain under-studied. 
Religious writers’ perspectives on medicine have received more attention, but again the 
interactions between religion and medicine in different periods and among different social 
groups is still an area which would benefit from further research. 


In addition to in-depth studies of magic, religion and medicine in individual past societies, it 
would also be desirable to explore these issues comparatively. A comparative approach can 
help scholars to answer different questions, such as: Do religious or magical models gravitate 
particularly around certain kinds of disease? What determines this? Comparative approaches 
would also allow us to assess the influence of ancient religious traditions on later cultures, 
such as the Old Testament’s depiction of leprosy and other diseases. Comparison would also 
help us to assess the impact of more recent changes in medicine. For example, the rise of 
biomedical models of disease from the nineteenth century onwards has clearly had an 
important effect on how disease is understood, but how has this manifested itself in different 
cultures, and what other factors are important? There is also scope for comparison when 
looking at responses to disease. Certain responses seem to be widespread, such as pilgrimage 
or the use of amulets, but how widespread are they and how far do they vary between different 
cultures? Tracking change over time, and between different geographical areas, would help to 
answer these questions. 


A wide variety of sources exists, including medical treatises and collections of remedies, 
the writings of theologians, shrine-keepers, and other religious figures, and the testimonies of 
individual people who claimed to have experienced a miracle or thought their neighbour had 
made them ill. One of the challenges when using this varied body of source material is to bring 
together the views of medical practitioners, of other interested parties such as priests, judges, 
shrine-keepers, and of the many ordinary people who suspected witchcraft, prayed for a cure, 
or sought healing at a shrine. The diversity of these views also needs to be kept in mind: ideas 
about what constitutes a legitimate cure are rarely monolithic in any culture. Another challenge 
is to understand how unorthodox views of disease found in sources such as magical texts relate 
to More mainstream views. Much interesting work has already been done, but scope still exists 
to set medical models of disease into their wider context of alternative explanations and 
treatments and to explore the ways in which patients chose between them. 
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2 
CONTAGION 


Michael Worboys 


One notable feature of the Ebola epidemic in West Africa that began in 2014 was uncertainty 
about how the disease spread, despite nearly four decades of scientific and epidemiological 
research. In the three countries affected and then in the rest of the world, the message went out 
from health officials that it was only possible to contract Ebola when the body fluids of an 
infected person directly entered another person, either through broken skin (a wound or rash) 
or mixing with the fluids of the mouth, eyes, or nose. This characterisation made Ebola a 
disease spread by contagion in the restricted sense that it was only possible to catch by direct 
contact with the body fluids of an infected person. Diseases transmitted in this way are very 
few in number; more generally contagion refers to diseases spread by close proximity to an 
infected person. 


The perceived dangers of Ebola widened when experts pointed to the range of body fluids it 
might be caught from — blood, vomit, faeces, saliva, breast milk, sweat, and semen — and to the 
possibility that the virus could be carried on everyday and medical objects. In the public mind 
at least, Ebola moved into the broader category of infectious diseases where transmission 
could also be indirect or at a distance, mediated by air, water, food, or a vector. This 
understanding was symbolised in a common image of the crisis: health workers in full body 
isolation suits, which echoed the garments worn by physicians to protect against plague in the 
seventeenth century. Indeed, as this chapter will show, uncertainties over how ‘catching 
diseases’ spread have been constant themes in the history of medicine and disease throughout 
the modern era. 


Contagion is a word rarely used in medicine in the twenty-first century. Nowadays doctors 
talk mostly of communicable or infectious disease, terms which include both direct and 
indirect transmission. However, the term was important historically and had two usages: (i) ‘a 
contagion’ — the noun linked to the adjective ‘contagious’ when applied to a directly catching 
disease; and (ii) ‘the contagion’ — the matter transmitted by contact, assumed to be a chemical 
or vital poison. 


The changing and complex meanings of these terms for catching diseases led Margaret 
Pelling to choose the unusual title ‘Contagion/Germ Theory/Specificity’ for her chapter in 
Bynum and Porter’s influential Encyclopaedia of the History of Medicine.‘ Pelling warned 
that the historiography of contagion had been framed inappropriately by two late-nineteenth- 
century medical developments, which she wished to avoid: the germ theory of disease and the 


notion of disease specificity. The starting point of her analysis was the complexities inherent in 
answering simple questions: Is the disease catching? How is it caught? Why is the disease 
caught by some people and not others? Doctors and the public have long recognised that on 
exposure not everyone develops disease. While twenty-first-century medicine explains this in 
terms of exposure to germs and the immune system fighting infection, in earlier times people 
looked to Providence, prayers answered and good fortune, while doctors thought in terms of 
the resistance offered by a person’s constitution. 


Vivian Nutton has questioned whether medical practitioners working in the tradition of 
Hippocrates and Galen had a word for contagion.* Pre-modern assumptions about the body and 
disease militated against acceptance of a direct role for external forces in the generation of 
illness. The humoral model of the body saw most disease as arising internally, from 
imbalances in humours, due to inherited propensities and lifestyle, including everything from 
diet to morality. Types of sickness were named after their humoral origins: for example, 
choleraic conditions, like jaundice and diarrhoea, were due to an excess of yellow bile, and 
melancholia related to an excess of black bile.2 External factors were secondary and ranged 
from the spiritual and astrological, through seasonal and meteorological, to conditions in the 
immediate bodily environment. The nearest concept to modern notions of contagion was the 
notion of environmental triggers, but these acted in combination and mostly in non-specific 
ways, most often at a distance by ‘influence’ rather than by contact. The most well-known 
environmental factors were miasmas — foul, poisonous airs that acted variably, weakening the 
body, disturbing its function, or acting as catalysts of internal disturbances. 


Pre-modern medicine tended not to regard diseases as entities or specific; rather they were 
seen as states of the whole humoral body. Thus, there were no diseases as such to be 
communicated.4 There were a few exceptions that were regarded as direct contagions, but 
transmission was quite unlike modern notions. Rabies illustrates the point. Until the late 
nineteenth century there were two variants: rabies in animals and hydrophobia in humans.°? 
Both conditions are now seen to be solely due to the transmission of a specific virus from 
animal to animal, or animal to human. Historically, hydrophobia could be ‘caught’ materially 
and mentally: both from the inoculation of a poison and the mental trauma of the bite and fear 
of its consequences. With the latter, agitation and anxiety upset the humours and led to the 
spontaneous production of the poison. Another way that doctors understood that hydrophobia 
could be ‘caught’ from a rabid animal was by sympathies between the bodies of man and dog.® 
However acquired or produced, the poison led to an excess of phlegm, evident in profuse 
salivation and strange behaviours. The poison was mostly thought to be analogous to snake and 
insect venom, although since it came from a fellow mammal it might contain an animal spirit. 
Celestial and seasonal influences were thought to have disturbed the humours of dogs; rabies 
was prevalent in high summer heat and after the rise of the Dog Star ‘Sirius’ in July. Given that 
some symptoms of hydrophobia mimicked the behaviour of the rabid dog, many people 
assumed that some vital or spirit bond might remain between the rabid dog and hydrophobia 
sufferer. Hence, one way of preventing the development of hydrophobia was to the kill the 
rabid dog and break the metaphysical connection. 


While principally a medico-social history of contagion, this chapter cannot ignore its 
political and commercial dimensions, but my task has been made easier as these aspects have 
been well covered in two major books: Peter Baldwin’s Contagion and the State in Europe, 
1830-1930 (1989) and Mark Harrison’s Contagion: How Commerce Spread Disease (2012).? 
Both were influenced by Erwin Ackerknecht’s seminal essay on ‘Anticontagionism between 
1821 and 1867’, which argued for a direct connection between changing medical ideas about 
contagion and state attitudes to quarantines and cordons sanitaires.2 Ackerknecht contended 
that during the first half of the nineteenth century the adoption of free trade policies led to the 
erosion of quarantines, a shift that was associated with new medical views on epidemics that 
emphasised aerial rather than person-to-person transmission. Considering a longer timescale, 
Baldwin argued against any strong link between political economy and quarantine policies, 
claiming that ‘the imperatives of geoepidemiology’ were most important. Harrison’s longue 
durée history of the relations between commerce and disease revealed a complex picture, with 
varying relations between politics, economics and medical ideas at different times and in 


different places.2 


Though rarely used in contemporary medicine, the term ‘contagion’ has current cultural 
resonance. Public discourses on Ebola were said to show ‘political contagion’, with 
politicians, medical agencies, and experts vying to shape policy and actions, albeit after an 
initial period of neglect. The most common figurative use in the early twenty-first century is 
‘financial contagion’, widely used for the spread of sentiment across global stock markets. 
This usage joined longer-standing worries about ‘moral contagion’ and ‘psychological 
contagion’, within and between social groups.”2 In popular culture, contagion is used as a 
shock term to emphasise the immediacy and potency of disease threats, for example, in films 
entitled ‘Contagion’ released in 2002 and 2011. The latter was promoted with posters headed 
‘NOTHING SPREADS LIKE FEAR’. This sentiment was echoed in August 2014 with Ebola, 
when a report in Time magazine observed that the fear of contagion was spreading more 
rapidly and insidiously than the disease itself.“ 


This chapter charts changing medical and public health understandings of, and practices for, 
the prevention, control and treatment of communicable diseases. My approach is to focus on 
exemplary communicable diseases in different periods that illustrate key shifts in ideas and 
practices. My case studies move from the sixteenth to the twenty-first century, with overlaps in 
time and with some diseases appearing several times. As the Black Death and plague are 
discussed elsewhere in the volume,” this chapter starts with the first major contagions of the 
early-modern era: the ‘Great Pox’ and smallpox. The chapter then explores in turn competing 
views and policies relating to the control of yellow fever and cholera, the development and 
spread of germ theories of disease in the nineteenth century, focusing on syphilis, sepsis and 
pulmonary tuberculosis, and the delineation of viral diseases such as polio, influenza and HIV- 
AIDS in the twentieth century. The chapter closes with brief reflections on emerging and re- 
emerging communicable diseases. 


Poxes great and small, 1500-1800 


The poxes were amongst the first diseases linked to specific poisonous matter and to be 
understood as entities. They were defined principally by eruptions of pus through the skin, 
which often left pockmark scars in those who recovered. They were also experienced as 
amongst the most readily communicable. There were a variety of forms, defined by the size, 
pattern and frequency of eruptions, but a key moment was the arrival of the ‘Great Pox’ in 
Europe in the late fifteenth century./? First reported in the French army during the invasion of 
Naples in 1495, its symptoms were pustules in and on the genital organs, which later became 
general and caused severe illness. For many decades it was also known as the ‘French 
Disease’ and historians have debated whether it was modern syphilis.“ 


Girolamo Fracastoro coined the term syphilis in 1530 in his epic poem Syphilis sive 
morbus gallicus (Syphilis or The French Disease), in which a shepherd boy named Syphilus 
insulted the Sun God Apollo and was punished with a horrible affliction.’ In 1546 Fracastoro 
published On Contagion, which is now widely cited because he used the phrase ‘seeds of 
disease’, which some historians have seen as an anticipation of nineteenth-century bacterial 
germ theories of disease.1° The aim of On Contagion was to advance the claim that plague, 
and by implication syphilis, should be regarded as catching.” 


Fracastoro maintained that the origin or first cause of syphilis was a virus, which then meant 
poison, venom or pus, entering the body from polluted air, where it had been spontaneously 
produced by adverse planetary alignments, corrupted environments and, in the fictional case of 
Syphilus, the acts of the Gods./8 The poison entered the body through the lungs and pores of the 
skin, from where it spread, either to spark putrefaction or generate the imbalance that led to an 
excess of phlegm and lesions. From affected individuals, the poison could be transmitted, 
especially by sexual intercourse where bodily friction produced heat and opened pores. 
However, Fracastoro argued that disease would only tend to be engendered in susceptible 
individuals, with vulnerability determined by their physical, moral and spiritual state. Hence, 
intercourse with prostitutes was seen to be especially favourable to its transmission. 
Fracastoro’s metaphor of ‘seeds of disease’ found little favour with his contemporaries, as 
majority medical opinion was that the syphilis poison was chemical, not living. This latter 
view informed treatments and encouraged the preference for antidotes, such as mercurial salts. 
Presenting principally as an external affliction of the skin, syphilis was mostly treated by 
surgeons, whose approach to diseases tended to be local and to see them as entities — the 


technical term for this is the ontological concept of disease.1% 


As well as exemplifying a disease that was an entity and separate from the body, syphilis 
changed the social position of endemic contagious diseases. Firstly, local government agencies 
attempted to halt its spread by breaking the cycle of transmission, most commonly by trying to 
regulate prostitution.22 This made so-called fallen women also carriers of moral contagion and 
a corrupting influence on men, and a threat to family life. Pregnant women passed on the 
disease to unborn children, showing hereditary contagion. In adults, syphilis was a chronic 


rather than an acute disease, debilitating its sufferers over years, producing disfiguring, 
stigmatising lesions. It was said to be concentrated amongst paupers, beggars, the dissolute and 
fallen women, marking these groups as sources and symbols of contagion.~! 


Historical demographers argue that until the sixteenth century, smallpox was a childhood 
disease and one amongst the many fevers with high infant and child mortality.22 In the early 
seventeenth century, however, it became endemic in adults, with epidemic peaks. 
Retrospective speculation as to why this occurred has focused on changes in susceptibility and 
patterns of exposure due to urbanisation. We are unlikely ever to have definitive answers to 
such questions, but it is clear that contemporaries saw the ‘new’ smallpox as highly contagious, 
from direct contact with, or proximity to, a pustule-covered sufferer. Individual and social 
responses of isolation and quarantine were based on those used with the plague, with measures 
such as the fumigation of dwellings, cleansing and disinfecting targeted towards individuals 
and their families.” 


In the eighteenth century, a new smallpox preventative measure — inoculation, or variolation 
after the Latin name for smallpox, Variola — was brought to Europe.”4 This procedure, largely 
practised by lay people and often dismissed by medical practitioners as folk healing, was 
based on the experience that someone infected with smallpox was protected from future 
infection. Inoculation involved rubbing into skin, opened by scarifying or cutting, a small 
account of pus from a sufferer. The aim was to induce a mild infection and hence future 
protection. Two points were significant about the practice: first, the assumption of direct 
contagion; and second, a dose effect with the inoculated matter that suggested that the body 
could learn to tolerate the poison. The use of inoculation increased through the eighteenth 
century, spurred on by the growth in the number and severity of smallpox epidemics. The 
ontological status of smallpox as a distinct disease was due to its external origin, confirmed by 
inoculation, well-marked symptoms, and specific course. 


At the end of the eighteenth century, a different method of protection against smallpox was 
introduced by Edward Jenner, a physician from Gloucestershire in England.“2 Jenner had 
observed that milkmaids who had suffered cowpox, known as Vaccinia, a mild disease in 
humans transmitted from cows, never subsequently developed smallpox. He inoculated 
children first with material from cowpox pustules, which he termed vaccination, and then 
smallpox pustules. He found that vaccinated children did not develop smallpox. The practice 
spread rapidly, becoming the medical sensation of the age: news of the procedure spread 
around Britain and soon the rest of the world, as did supplies of his vaccine. Vaccination was 
first practised in America in 1800, India in 1802 and New South Wales in 1804.79 


The importance of smallpox and vaccination in the history of disease is that from the early 
nineteenth century, doctors increasingly defined contagion in the restricted sense of 
transmission by direct contact. Diseases caught by indirect, mediated and at-a-distance 
transmission were termed infectious and many old and new catching diseases were placed in 
this category. One result was that many doctors and public officials, who became known as 
anticontagionists, questioned the use of policies of quarantine and cordons sanitaires to 


control epidemics.~ 


Yellow fever, cholera and anticontagionism, 1700-1900 


The arrival of yellow fever in epidemic form in the Caribbean and North American British 
Colonies in the eighteenth century posed problems for officials and doctors. It was not a new 
disease as such, but had become more virulent and liable to sporadic epidemics. The story of 
yellow fever can be illustrated by the experience of one city — Philadelphia, the capital of the 
United States of America at independence.” The first important epidemic that quarantines 
failed to keep at bay occurred in 1762. One of the city’s leading doctors and politicians, 
Benjamin Rush, argued that yellow fever flourished in certain meteorological conditions and in 
cramped ill-ventilated environments, and that quarantines and isolation actually promoted such 
conditions. Rush later argued that the epidemics were best combatted by social and sanitary 
improvements to the city. Philadelphia merchants opposed this view largely because they were 
anxious about the consequences for trade of admitting that their city was filthy and unhealthy.22 


In the event, pragmatism prevailed and elements of both policies were implemented, with 
greater adaptation to the dangers posed by specific groups, places and circumstances. This 
‘middle way’ was also followed when yellow fever struck East coast cities again in the 1820s, 
with assessments of the commercial impact of different measures. The political rhetoric and 
battles over when to institute quarantines and how rigidly to apply them continued, but medical 
and sanitary policies became more nuanced, reflecting a position on epidemic spread and 
control policies that historians have termed ‘contingent contagionism’.22 This view was not an 
articulated position as such; rather it followed the experience that the contagiousness of a 
disease varied and was influenced by many factors ranging from large-scale meteorological 
conditions to the susceptibility of individuals. 


Asiatic cholera in the 1820s and 1830s was a new disease that had spread east from India, 
crossing the Middle East and Europe, reaching America in 1832.2! The initial response in 
Europe and North America was to try and halt its ‘invasion’ by quarantines and, when these 
failed, by the isolation of sufferers and the disinfection of their homes. In the first wave in the 
early 1830s, quarantines and isolation were widely adopted, but to little effect. 
Anticontagionists promoted the view that Asiatic cholera spread in aerial miasmas that carried 
an ‘epidemic influence’. This might be material or immaterial, but would always evade 
quarantines and cordons sanitaires and excite disease in local conditions of filth. A particular 
feature of the pattern of incidence of cholera was that it arose simultaneously in unconnected 
locations, which was further evidence against contagion.24 


Asiatic cholera returned to the West in the late 1840s, along with political revolutions. If 
there was a connection, contemporaries saw cholera as consequence rather than cause of 
political and social unrest. Quarantines were then only favoured in southern European states; in 
Northern Europe and North America anticontagionism was dominant. Doctors and officials 
saw the epidemic as originating in, and spreading in the air from, local conditions of filth, 


overcrowding, pollution and poor ventilation, aided by social vice and intemperance. The 
anticontagionist’s answer was cleanliness and Godliness. Sanitary measures focused on 
removing waste, cleaning streets, purifying the air (or at least deodorising it), supplying clean 
water, and controlling foul trades. The public complained that they were too poor and 
powerless to act on such advice and that their health would only improve when they had higher 
wages to afford better housing, good food and time for moral improvement.22 


Epidemiological studies in the 1840s showed that cholera was, to use Charles Rosenberg’s 
term, ‘portable’: as well as aerial spread, goods and people could carry the ‘epidemic 
influence’ “4 It was in this context, using epidemiological methods, that John Snow suggested in 
1849 that cholera was spread by faecally contaminated water.22 His approach followed the 
adoption of scientific observations, experiments and speculation in medicine, which led to 
greater interest in the nature of ‘epidemic influences’. Many candidates — animal, vegetable 
and mineral — were proposed and there was still speculation of immaterial influences, such as 
electricity.2° There was, however, a favourite theory, that the poison was a ‘zyme’ — a large 
organic chemical that could catalyse fermentation-like changes, or ‘zymosis’, in susceptible 
bodies. 


The notion of zymosis came from the work of the German chemist Justus von Liebig and was 
popularised by the British epidemiologist William Farr.’ Farr was influential because he held 
the post of Registrar General from 1839 to 1879 and classified the new class of zymotic 
diseases as either ‘epidemic, endemic or contagious’. He regarded smallpox, hydrophobia and 
syphilis as contagious in the restricted sense of person-to-person spread, while most zymotics 
were epidemic or endemic. The latter categories included: typhus, plague, influenza, cow pox, 
glanders, sepsis, erysipelas, puerperal fever, measles, scarlet fever, whooping cough, 
dysentery, diarrhoea, and cholera. Doctors had noted analogues between progress of 
fermentation and infection: heat — fever; bubbling — shaking and shivering; expansion — 
eruptions; reaction ending — recovery.’ Typically zymotic diseases were acute infections, with 
symptoms of fever, fatigue, specific local lesions and standard course. Most were self-limiting, 
as it was believed zymes exhausted the nutrients in the body on which they depended. Zymes 
were also seen to be responsible for putrefaction: the breakdown of dead tissue, which 
surgeons met in wounds and could lead to local sepsis or blood poisoning. Septic matter was 
highly infectious and potent; a mere prick from a lancet or sharp bone fragment was a common 
cause of death amongst surgeons. 


When cholera returned in the mid-1850s, John Snow again advanced his water-borne theory. 
Farr was in part persuaded, but only to the extent of adding water to airborne transmission. 
There were further cholera pandemics in every decade of the nineteenth century. By the 1865— 
66 pandemic, there was much more scientific interest in the nature of the zymes. Investigators 
identified many contenders for cholera’s zyme or ‘cholerine’, which was variously referred to 
as a germ, miasm, animalcule, microphyte, seed, fungus, and virus. Epidemiological 
investigations continued and the Third International Sanitary Conference in 1866, attended by 
State sanitary officials and leading investigators, saw inconclusive discussions of the value of 
quarantines. However, in most ports quarantines had been largely replaced by inspections of 


ships, cargoes and people, with variable times and sites of isolation depending on calculations 
of risk and benefit? 


The cholera pandemic of the early 1880s spread from India only as far as the Mediterranean, 
halted by quarantines or unfavourable environmental conditions depending on whether you 
were a contagionist or anticontagionist. Significantly, it attracted a new breed of scientist, 
searching to discover not the nature of the cholerine zyme, but the causative bacterium or germ. 
The most famous germ hunter was Robert Koch, who travelled to Egypt and India, identifying a 
specific cholera bacillus in Calcutta in 1883. However, it was Koch’s discoveries of the 
specific germs of septic infection in the late 1870s and pulmonary tuberculosis in 1882 that 
was to radically change medical and popular understandings of contagious and infectious 
diseases. 


Germs, 1860-1900 


In 1864 the British Parliament passed legislation to control the spread of venereal diseases in 
five garrison towns. The statutes were entitled the Contagious Diseases Acts, a euphemism for 
legislation to control syphilis and gonorrhoea.’ In Farr’s classification, only syphilis, 
smallpox and rabies were ‘contagious’ diseases and it is interesting that each was subject to 
legislative controls: syphilis with the inspection of prostitutes; smallpox with compulsory 
vaccination; and rabies with the muzzling of dogs. All the measures were seen as coercive 
exercises of state authority, and actively resisted in the name of personal liberties. The 
Contagious Diseases Acts assumed that the carriers of contagion were female, stigmatising 
certain women as diseased and fallen.4! The measures were analogous to quarantines, with 
individual prostitutes isolated in lock hospitals until cleared of the disease. Syphilis was seen 
to be the main target of the measures, but it was difficult to diagnose, being regarded as ‘the 
great imitator’ because its symptoms were similar to many other diseases. The poison or 
‘virus’ of syphilis was seen as a potent and peculiar zymotic agent; for while it produced 
immediate genital sores, it could persist in the body to produce all manner of lesions and 
morbid changes, including insanity when the brain was affected. Transmission from mother to 
foetus was known as congenital syphilis, which had a classic triad of signs: notched incisors, 
inflamed eyes and deafness, but sufferers endured many other symptoms and a life of disability 
and stigmatisation.“4 Doctors worried particularly about hereditary contagion and familial 
degeneration. 


In 1866 the British government passed further legislation to control contagious diseases, the 
Contagious Diseases (Animals) Act, which aimed to control and stamp out cattle plague 
(rinderpest).~ Historians have not explored the link, if any, between the Acts, but the 
association certainly underlined for contemporaries the high degree of communicability of both 
diseases. The cattle plague legislation also covered foot-and-mouth disease, glanders, 
pleuropneumonia, sheep-pox and sheep scab, which were all framed as imported and highly 
contagious, to be controlled by quarantines, isolation and slaughter. The legislation was not 


about protecting individual animals, rather the national herd, with the implication that these 
diseases were damaging the livestock economy and exports. Critics of the measures, at home 
and abroad, complained that they were another example of using quarantines for economic and 
political ends; in this instance, protecting British farmers from foreign competition and 
maintaining the higher market value of disease-free herds. 


Livestock diseases at the time were also subject to laboratory investigation to identify their 
zymotic agents. The assumption of communicability, by direct contact or proximity, led to 
speculation that the agents were contagia viva — living disease-causing organisms. Literally 
and metaphorically they were said to be the germs of disease: its cause and beginning.“ This 
research drew upon Louis Pasteur’s work, which associated microorganisms with diseases in 
silkworms, and his speculation that microorganisms might be the germs of contagious and 
infectious diseases, in what was styled the germ theory of infection. This notion led Joseph 
Lister to develop an analogous germ theory of putrefaction, the process in which decaying dead 


tissue produced local sepsis in wounds and systemic infections such as septicaemia.” 


Lister assumed that contagia viva reached wounds via the air and by touch. Hence, he 
experimented to develop techniques to destroy the germs before they reached wound tissue and 
in wounds themselves. First, he altered his surgical methods to remove dead tissue, the seat of 
putrefaction. Next, his chosen weapon to destroy invading germs was carbolic acid, previously 
used to deodorise and disinfect drains. Lister’s methods were elaborate and painstaking. He 
soaked all instruments and dressings in carbolic acid, then operated in a spray of weak acid, 
before dressing the wound with an air tight, acid-impregnated dressing to keep out any germs 
circulating in hospital air. Styled as ‘antiseptic surgery’, Lister’s methods were seen as 
protecting the body from invasion, or put another way, quarantining or isolating wounds with a 
barrier of chemical disinfectant. Antiseptic surgery was controversial amongst surgeons for a 
generation. A minority believed that disease-germs came from degenerative changes within the 
body rather than from without. A larger group held that it was better to work in a germ-free, 
aseptic environment and that carbolic acid delayed healing by damaging healthy tissue. 
However, Lister’s methods or variations on them were widely adopted in the 1870s and 1880s 
and were based upon what John Burdon Sanderson called ‘the intimate pathology of 


contagion’ .4° 


Although Lister was only concerned to stop germs causing putrefaction in dead or damaged 
tissues, his ideas and practices promulgated the idea that disease germs were everywhere, 
waiting to invade the body. Antisepsis spawned a large number of commercial anti-germ 
products and technologies, all of which emphasised the dangers to individuals, families and 
society of disease germs. Contagion was often represented by images of disease germs, mostly 
bacteria, but also vectors such as flies, dust, spitting, and poor hygiene. All this was 
represented to the public in what Nancy Tomes has called the ‘Gospel of Germs’, in official 
propaganda, commercial advertising, antiseptic products and new institutions such as isolation 


hospitals and disinfecting stations.*2 


The first line of defence against smallpox remained vaccination, which was recommended 
by governments across the Western world and made compulsory in many. New epidemics, 


public eee to vaccination and germ theories led to governments to invest in other anti- 
germ measures.*° Isolation hospitals were a for smallpox sufferers, typically in out-of-town 
locations to avoid or minimise contagion.” In the event, the incidence of smallpox waned and 
the hospitals were used for diseases such as scarlet fever, diphtheria, and typhoid fever, and 
later measles and whooping cough.22 Although it was never explicit policy, public health 
agencies turned isolation hospitals into institutions for sick children, while also reframing 
childhood infections as epidemic, contagious and serious. Hospitals offered treatment and 
care, as well as isolation, being important sites for the development of antitoxin and antisera 
therapy of bacterial diseases, which produced ‘miracle cures’ in children with diphtheria. 


Community health also became important. Medico-sanitary agencies targeted childhood 
infections and other communicable diseases, seeking notification and contact tracing. The 
clothing and soft furnishings of sufferers were taken to disinfection stations for high 
temperature washing, while teams visited homes to sanitise with chemical disinfectants. In the 
1900s a new type of germ-harbouring person was discovered — the healthy carrier. Robert 
Koch demonstrated that in some people disease germs did not produce disease but ume to 
be harboured in the body, allowing those individuals to remain sources of infection.2* The most 
famous was so-called “Typhoid Mary’, Mary Mallon, who worked as a cook and was alleged 
to have cae outbreaks of typhoid fever for many years in cities on the East Coast of 
America.22 She was deemed responsible for an outbreak of the disease in New York in 1907 
and was held in an isolation clinic for three years. She broke the terms of her release and 
worked again as a cook in 1915, starting another outbreak. This time she was arrested by the 
police and quarantined in an isolation clinic until her death in 1938. Her story, retold many 
times, came to symbolise the hidden dangers of infection in the modern world and the difficult 
balance in sanitary policies between the health of communities and the freedom of individuals. 


In the 1860s, pulmonary tuberculosis, also known as consumption and phthisis, was the 
largest single cause of death in Europe and North America, accounting for one in seven of all 
deaths and one in four of adult deaths. Doctors and the public understood the disease to ‘run in’ 
families. However, it was not communicable generation-to-generation like syphilis; rather 
individuals inherited a vulnerable constitution, often termed a tubercular diathesis: William 
Farr, for example, classified it with cancer as a constitutional disease, not as zymotic. While 
the hereditary view prevailed in North America and Northern Europe, in Mediterranean 
countries it was seen as contagious, albeit contingently so. Support for this view came in the 
1860s from veterinary laboratories in France, when Jean Antoine Villemin produced the 
disease by inoculating susceptible animals with tuberculous tissue. However, critics claimed 
that he had only produced ‘artificial tuberculosis’ and that it was difficult to see how deep- 
seated tubercular matter could find its way from body to body. The idea that tuberculosis was 
contagious was opposed by doctors at consumption hospitals, who BE ieee that their staff 
rarely if ever succumbed to the disease despite constant exposure. They pointed out that 
tuberculosis was quite unlike zymotic diseases, which were specific and ran a predictable 
course; pulmonary tuberculosis was one of the most variable of all diseases, liable to wax and 
wane. Also, epidemiological data showed that its mortality was constant month-to-month, 


which suggested that internal rather than external forces were the exciting cause. 


Robert Koch’s famous paper ‘On the aetiology of tubercular disease’, in which he 
announced the identification of the tubercle bacillus, was published in April 1882. 
Acknowledging Koch’s ‘revolutionary’ work as evidence that tubercular diseases were 
communicable, some doctors believed that there was no precedent for ‘so sudden and 
complete casting aside of tradition’. Most physicians seem to have accepted the ‘reality’ of 
Koch’s bacillus, but synthesised its properties with existing ideas on pathogenesis and their 
clinical experience. The commonest way of harmonising the bacillus with ‘the fact of heredity’ 
was to suppose that ‘physico-chemical changes must precede botanical aggression’ — a new 
form of contingent contagionism expressed metaphorically as ‘seed and soil’: the human ‘soil’ 
having to be susceptible to the ‘seed’ of disease.2° Koch was also the key figure in a second 
radical change, the development of bacteriological laboratories, and the use of microscopy, 
culturing and animal experimentation to identify the microorganisms that were the essential 
cause of specific diseases. 


Viruses, vaccines and antibiotics, 1900—60 


Researchers in the new bacteriological laboratories, principally in Germany and France, 
identified the microorganisms of many contagious and infectious diseases between the mid- 
1870s and the 1900s. The great age of bacteriological discovery and the establishment of germ 
theories of disease had begun with the publication of Robert Koch’s work on anthrax in 1876 
and new discoveries came regularly. However, the germs of a number of diseases were not 
readily found, most notably Farr’s ‘contagious’ trio of smallpox, syphilis and rabies. Syphilis 
joined the ranks of bacterial infections in 1905, but the germs of smallpox and rabies, while 
manipulable in the laboratory in animal experiments, could not be cultured or seen by 
microscopy. In the twentieth century, the germs of these diseases were found to be ultra- 
microscopical and termed viruses, giving an old word a new meaning. 


By the early decades of the twentieth century, in Europe at least, major epidemics of 
contagious and infectious diseases were in abeyance. The diseases with the highest levels of 
morbidity and mortality were endemic: measles, chickenpox, diphtheria, scarlet fever and 
mumps in children, and pulmonary tuberculosis and pneumonia in adults. Mortality rates had 
fallen steeply since the mid-nineteenth century due to improved standards of living and 
hygiene, along with sanitary improvements and medical advances.2! However, the sense that 
contagious and infectious diseases were being tamed was challenged in the early twentieth 
century by new viral epidemics: first, by the emergence of poliomyelitis epidemics in children 
and then in 1918-19 by the Great Influenza Pandemic. 


While not a new disease, the incidence and severity of poliomyelitis grew from the 1890s 
and peaked with a major epidemic on the East Coast of the United States in 1916.22 Children 
were most susceptible and tragedy struck in two ways — untimely deaths and permanent 
crippling of limbs and spine. In 1908 Karl Landsteiner isolated a possible causal germ. The 


disease was catching, but exactly how it spread remained uncertain, which created the space 
for scientific speculation and heightened public fears. One of the achievements of 
bacteriologists in the late nineteenth century had been the specification of the bodily portals of 
entry of germs, but precisely how polio infected sufferers remained a mystery when it struck 
New York in 1916. Anxieties were heightened by the sporadic and seemingly random 
incidence of cases. People, air, water, food, flies and pets were all proposed as conduits of 
infection. Public and civic responses echoed earlier epidemics. Sufferers were isolated and 
minority communities blamed and shunned. Families fled the cities and public authorities 
undertook sanitary clean-ups and disinfection. Assaults on house flies and vermin were 
ordered. State and federal agencies organised educational campaigns on how to best to avoid 
infection, which, reflecting aetiological uncertainties, were general rather than specific, doing 
little for public confidence. Indeed, public health authorities were aware that polio and fear of 
polio were equal problems. 


The 1918-19 influenza pandemic was of a different order epidemiologically. There were 50 
million deaths worldwide.’ There was seemingly no mystery about what it was and how it 
spread. Following a previous influenza epidemic in 1890—91, Richard Pfeiffer had isolated the 
Bacillus influenza and its symptoms of chills, fever, headache, cough and fatigue were well 
recognised, as was the tendency, unlike with the common cold with which it was often 
confused, to develop secondary pneumonia.®! Influenza was understood to spread from person 
to person by infected droplets in coughs and sneezes, and contracted from surfaces 
contaminated with nasal mucus and phlegm. Medical advice was to stay away from 
overcrowded, ill-ventilated and dirty places, and avoid mental anxiety. Trains, trams and buses 
were seen to be dangerous places and cinemas were closed. Those who developed symptoms 
were instructed to stay indoors, maintain personal hygiene and go to bed. Doctors had few if 
any direct means to attack the influenza germ; hence, they advised a good diet to strengthen the 


body’s powers of resistance and the avoidance of alcohol and other vices. 


In the 1920s and in response to the epidemics of polio and influenza, medical research 
laboratories across the Western world turned their attentions to these diseases, with both 
proving to be due to viruses, not bacteria. One goal was to try and develop vaccines, not least 
because one of the medical successes of the Great War was claimed to be the protection given 
to soldiers by anti-typhoid vaccine. With polio, a key goal was to determine how the infection 
spread to better direct preventive and control policies. Research in the United States favoured 
the virus spreading through the air by inhalation in the nasal cavity, placing it close to the brain 
for its neurological effects. Preventive advice was framed accordingly and only changed in the 
late 1940s when, after the virus became easier to handle in the laboratory, the overwhelming 
importance of the gut as a portal of entry was shown. Research also showed that until the later 
nineteenth century, infection had been near universal in babies and infants. This had produced 
only sub-clinical illness and, crucially, the development of immunity. Paradoxically, improved 
water and food hygiene brought less exposure to a virus that was ubiquitous, meaning that 
fewer babies and infants had acquired immunity from low level exposure, which made them 
susceptible to serious paralytic illness or death when older. The moral of this story for 
agencies seeking to manage communicable diseases was the importance of ‘soil’ as well as 


‘seed’, and that the best hope of controlling polio was to replace natural acquired immunity 
with vaccine-induced, artificial immunity. 


The first widely used polio vaccine was developed by Jonas Salk, using a killed virus as the 
active agent, but it was displaced within a few years by an attenuated, live virus vaccine, 
developed by a team led by Albert Sabin. The story of the rivalry between these two 
scientists has been told many times, but its significance for the history of communicable 
diseases was the ultimate success of vaccines in controlling polio. This achievement 
convinced the public and health policy-makers that vaccines were the most effective way to 
combat communicable diseases. Indeed, vaccines became the basis for global eradication 
campaigns, achieved with smallpox in 1977, planned for polio in the 1990s, with near success 
in the 2010s, and rinderpest in 2011. 


The status of the Bacillus influenza was challenged throughout the 1920s, and a specific 
viral cause was not confirmed until 1933. It was at this time that culturing viruses in living 
tissue became routine, a factor that together with the development of electron microscopy, 
allowed viruses to be ‘seen’ for the first time. The influenza virus was not as tractable as 
others, as attempts to produce a vaccine proved disappointing. Parallel work on the virus of 
the common cold was equally unproductive, but researchers were able to demonstrate that both 
diseases were principally communicable by droplet infection. Such work was the basis for 
public health education, most famously in the Second World War with campaigns to spread the 
message that ‘Coughs and Sneezes Spread Diseases’. The other great symbol of contagion in 
the 1930s and 1940s was the fungal infection athlete’s foot, which was another disease of 


hygiene, readily caught in swimming baths and showers. 


There were also attempts in the 1930s to revive the research programme of the German 
bacteriologist Paul Ehrlich, who in the 1900s had searched for so-called ‘Magic Bullets’ — 
chemical drugs that would selectively kill disease-germs leaving the infected person’s cells 
untouched. In 1907, he produced the first such drug, Salvarsan, which was effective against the 
bacillus causing syphilis. However, being an arsenical compound it was toxic and its use 
carried considerable risks. A second generation of ‘Magic Bullets’ was introduced in the mid- 
1930s with sulphonamide drugs, which killed the streptococci that caused septicaemia, 
childbed fever, and erysipelas, as well as the gonococcus of gonorrhoea. The third generation 
of ‘Magic Bullets’ were antibiotics, which brought about a revolution in the treatment of 
communicable diseases.©° The wonder drug of the early 1940s was penicillin, which had a 
wide spectrum of activity against bacteria, and by the end of the decade it had been joined by 


many others: aureomycin, streptomycin, chloramphenicol, erythromycin and tetracycline.© 


Antibiotics were the medical sensation of the middle decades of the twentieth century and 
radically changed how doctors and the public thought about communicable diseases. Apart 
from the limited use of sulphonamides, clinicians had previously only been able to offer 
symptomatic and palliative treatments. To the public at least, with antibiotics it seemed that 
doctors had a cure for every infection. This view was encouraged by doctors’ liberal 
prescription of the drugs, even though they knew that they were ineffective against viral 


diseases and that antibiotic resistance was an issue.®? Nonetheless, communicable diseases 
were not the threat that they had been. Diseases like syphilis lost much of their menace, if not 
their moral stigma, when they could be cured by a short course of penicillin. The decline of 
pulmonary tuberculosis was accelerated with a combination of three os drugs, leading 
to the closure of sanatoria, which had symbolised its contagiousness.®? The insurance against 
infection offered by antibiotics emboldened surgeons to develop more radical and 
reconstructive procedures, - famously total hip replacement, which relied upon antibiotics 
and strict aseptic practices. Attempts to develop antiviral drugs were less successful, 
although effective vaccines against many common bacterial and viral diseases were 
developed. These have had a major impact on childhood infections in first world countries; the 
run of childhood infections (measles, mumps, whooping cough, rubella, diphtheria) that had 
previously been a rite of passage to adolescence have been reduced to very low levels of 
incidence and severity. However, such diseases remain serious in third world countries. 


Emerging and re-emerging infections 


In 1981, Richard Krause warned against medicine lowering its guard against communicable 
diseases. He argued that genetic variation and ecological change would continually alter the 
balance of advantage between humans and bacterial, viral and other pathogens. The term 
‘emerging infection’ for these diseases did not become widely used for another decade when it 
was popularised by Joshua Lederberg, but already in 1981 Krause warned of new infections in 
tropical Africa: Lassa fever (1969), Marburg haemorrhagic fever (1976), and Ebola (1977), 
and at home Legionnaires’ disease (1976).4 He wrote at the exact moment when HIV-AIDS 
was being recognised. It was not long after that the term ‘re-emerging infections’ was coined, 
to refer to diseases that had been well controlled medically, but were again increasing in 
prevalence. The best known was pulmonary tuberculosis, which had a growing incidence in 
first world countries due to multi-drug-resistant strains of the bacillus, immigration from 
countries with high ee new types of immuno-compromised patients, and poverty in 
marginalised groups. In third world countries, in addition to drug resistance and poverty, 
urbanisation, industrialisation and greater exposure in insanitary conditions were the important 
factors.4 


In the last quarter of the twentieth century it was HIV-AIDS that raised the spectre of 
Cone and changed the medical and public landscape with regard to communicable 
diseases.“ The syndrome was defined as a disease entity — Acquired Immune Deficiency 
Syndrome (AIDS) in 1982 and a causative retrovirus was identified in 1983. There were rival 
claims about the identity and character of the virus, before scientists agreed upon an organism 
styled the human immunodeficiency virus (HIV) in 1986. Scientists demonstrated that the virus 
was only transmitted in body fluids and needed to enter the blood stream directly. However, 
there remained many unknowns: which body fluids; where and how easily could it enter; what 
objects could carry it; and when were people contagious? Public concern about the 
communicability of AIDS first surfaced in the summer of 1983 and quickly deepened. The first 


event, in what became a panic, was when the wife of a haemophiliac man was infected, 
prompting an editorial in the Journal of the American Medical Association to conjecture that 
‘routine household contact’ might spread AIDS.2 Then, the US conservative lobby group the 
Moral Majority published a report under the title ‘Homosexual Disease Threatens American 
Families’, with a photograph of a family wearing surgical facemasks, illustrating fears of 
disease and moral contagion As in earlier epidemics, the groups associated with the 
syndrome were stigmatised and ostracised, particularly homosexual men, with AIDS labelled 
the ‘Gay Plague’. 


Government public health responses in Western countries began in earnest in 1987. Major 
educational campaigns tried to normalise HIV-AIDS, as the disease was now called, to be seen 
as a communicable disease, albeit spread in quite unfamiliar ways.“ Responses to the early 
HIV-AIDS epidemic set new standards in public health education in terms of trying to teach the 
complexities of disease transmission and in the frankness of advice, most clearly in the 
messages about ‘Safe Sex’ and ‘Clean Needles’. HIV-AIDS mortality in Western countries fell 
after the mid-1990s, reflecting safer behaviours and new treatments, though the numbers of 
people who were HIV-positive continued to rise. Nonetheless, this was regarded as a medical 
and public health success story, not least against the dire predictions of mortality and morbidity 
of the mid-1980s. 


Awareness of the scale of the incidence of HIV-AIDS in the rest of the world was slower to 
develop and responses much weaker.“ The World Health Organization started its Global 
Program for AIDS in 1987, with epidemiological studies soon revealing that over 85 per cent 
of infections and deaths in the world were in sub-Saharan Africa. It was clear that the 
dynamics of the epidemic were different there. The principal means of transmission was 
heterosexual intercourse and most of the countries affected had neither the resources nor 
expertise to respond at anywhere near the level required. On every Continent and in every 
country, cultural, religious and political factors also shaped preventive and treatment 
strategies.22 Africa was painted as the AIDS continent in another way. Epidemiological and 
genetic evidence pointed to its origins there, when the retrovirus jumped from chimpanzees to 
humans, perhaps as early as the 1920s.2! 


Conclusion 


This review of the history of contagion has revealed both continuities and discontinuities in 
medical ideas and practices from the Great Pox in the fifteenth century to Ebola in the twenty- 
first. In the fifteenth century, the poxes were unusual in being regarded as directly ‘catching’ 
person to person. This was in marked contrast to most diseases, which were seen to have 
internal origins, or those which were acquired or ‘caught’ at a distance from ‘epidemic 
influences’. Over time, and particularly from the late nineteenth century, not only were a 
greater number of contagious and infectious diseases recognised, but their specific modes of 
transmission were also delineated and causative pathogens identified. Knowledge changed 


practice, with doctors and public health agencies able to use new tools of prevention, control 
and cure: vaccines, antiseptics, antisera, antitoxins, and above all antibiotics. These 
developments had an impact beyond communicable diseases, establishing the hegemony of the 
ontological conception of disease across medicine and encouraging researchers to look for the 
contagia of other types of disease, for example viral causes of cancer. New knowledge and 
new technologies gave doctors, public health officials and state agencies more powerful means 
to prevent, control and treat communicable diseases. Measures could be targeted at particular 
diseases and controversies over when and how to adopt quarantines largely disappeared, as 
policies were focused on individuals and their germs rather than on localities and 
communities. However, by the end of the twentieth century, there were fears that the 
predominance of reductionist approaches had been too great and that ecological understandings 
needed to be fostered. 


Continuities with regard to contagion can be found principally in public and government 
responses to communicable diseases. As the panics in 2014 about the possible spread of Ebola 
to Europe and America demonstrate, fear of contagion remains potent. Fear of this disease was 
due, in part, to the realisation that medicine did not have a cure beyond the reliance on ‘old’ 
control methods of isolation and disinfection. Distrust of expert opinion has also been 
longstanding, renewed by erroneous reassurances in the 1990s about the non-contagiousness of 
bovine spongiform encephalopathy (BSE) and mixed messages about possible pandemics of 
bird flu, swine flu and severe acute respiratory syndrome (SARS). Tensions and conflicts 
between the public, the medical profession and state authorities persist in the twenty-first 
century over the extent to which the protection of population health legitimates the restriction 
of the freedoms of individuals and groups. Finally, no communicable disease has ever been 
experienced solely as physical disease. Those affected have always sought meanings for their 
individual suffering and the fate of their community. In the fifteenth century, solace and meaning 
were principally provided by religion. In subsequent centuries individuals and communities 
have also drawn increasingly on other cultural resources: political, social, and, of course, on 
modern biomedical science. 
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6 
EMOTIONS AND MENTAL ILLNESS 


Elena Carrera 


The concept of mental illness began to gain prominence in Paris during the 1790s, when 
Philippe Pinel was working as physician at the hospice of Bicétre, a state-funded institution 
which housed 4,000 inmates, including criminals, syphilitics, elderly paupers, and some 200 
madmen. In 1794 Pinel presented a report to the Société d’Histoire Naturelle, arguing that 
some forms of mental alienation were curable and that it was essential for physicians to 
determine the cause of each patient’s illness by making careful notes based on observations of 
their behaviour and individual interviews.1 In promoting the use of close observation as a 
diagnostic method, he was following the authoritative example of Hippocrates, as he would 
note in the introduction to the Traité Medico-Philosophique sur |’Aliénation mentale (1801).¢ 
The Traité was soon translated into other European languages (German, 1801; Spanish, 1804; 
English, 1806; Italian, 1830), though Pinel’s introduction was not always included in the 
translations.2 


The main difference between Pinel’s approach and that of the Hippocratic authors and their 
followers throughout the centuries is that, while they had sought to cure mental disturbance 
through changes in lifestyle and medical interventions that worked on the body, Pinel was more 
concerned with the forms of mental alienation that did not have obvious physical causes and 
thus required non-physical treatment. In a footnote to the introduction to the Traité, Pinel 
laments that Galen did not devote himself to the study of mental alienation, given the 
perspicacity he demonstrated in his diagnosis of the ‘hidden moral suffering’ (affection morale 
cachée) of the melancholic lady who was secretly in love with the actor Pylades.4 Unable to 
explain her insomnia and agitation, Galen interviewed her slave and found that her suffering 
was caused by sorrow, and then observed that her pulse and the colour and expression of her 
face changed when the name of the actor was mentioned. This is an illustrative example of the 
observation and interview techniques that Pinel sought to introduce first at the Bicétre, and then 
at the hospice of the Salpétriere, where he worked as chief physician between 1795 and 1826. 
When he arrived there in 1795, and found some 7,000 ailing female paupers with no hope of 
being discharged, he set up an infirmary for those he identified as suffering from intermittent or 
periodical insanity.2 Under his leadership, the Salpétriére became a teaching and research 
centre, to which inquisitive medical students like Jean-Etienne Esquirol were attracted.® 


Pinel went beyond his predecessors and contemporaries in raising public awareness about 
the role of emotional factors in mental health, and in advocating the understanding of the 


passions as part of the training of the medical staff offering state-funded therapeutic 
interventions.2 In 1805, Esquirol published his medical thesis on the passions as causes, 
symptoms and cures of insanity, noting that Pinel was not alone in regarding the passions as the 
most common cause of insanity: 


Few authors have studied the relationship of mental alienation to the passions. Crichton offers precise ideas on the origins 
and development of the passions and their effect on the body. Professor Pinel agrees with him, regarding the passions as 


the most frequent cause of derangement of our intellectual faculties.8 


At the time when he wrote and defended his thesis, Esquirol was running his own maison de 
santé, which has been seen as the first private psychiatric hospital in Paris.? In 1811 he 
became the administrator of the insane patients division of the Salpétriére and in 1817 he 
began to lecture on mental illness to medical students.12 Eight years later he was appointed 
chief physician of the large public asylum Maison Royale Des Aliénés de Charenton, in the 
outskirts of Paris. His treatise on madness, De la folie (1816), was republished in a larger 
volume, Maladies mentales (1838), which also included reports on the medico-legal issues 
related to mental alienation, statistical and hygienic reports, and 27 engravings. 


The four decades between the publication of Pinel’s Traité (1800) and Esquirol’s death in 
1840 was a key period within the history of ‘psychiatry’ (a term first used by Johann Christian 
Reil in 1808), marked by the departure from a Lockean understanding of delusion as an 
intellectual error. Many of the patients treated by Pinel and Esquirol displayed extreme 
passions, such as fear, anger or pride, and often seemed to have deluded ideas about their own 
identity or other people’s intentions, which could be explained as being rooted in such extreme 
passions. These physicians’ emphasis on using non-physical methods for counteracting the non- 
physical causes of insanity had clear precedents in the Hippocratic approach to the non-natural 
(non-organic) factors of health and disease, promoted in the regimens of health (self-help 
manuals), which had enjoyed considerable popularity since the late Middle Ages and which 
continued to be published well into the nineteenth century./2 The use of contrary passions had 
been recommended since Hippocratic times, following the principle of contraria contrariis 
curantur.43 However, in contrast with the primarily prescriptive nature of existing writings by 
physicians and theologians on the uses of passions, Pinel and Esquirol provided ample 
evidence of the practical results of such methods. 


This chapter examines Pinel’s and Esquirol’s views on the passions as causes and cures of 
insanity in the wider context of ideas about the curability of the insane. It will show how these 
two French physicians moved away from the physiological models which had underpinned 
dominant medical approaches to the passions and to insanity well into the eighteenth century, 
and focused instead on the forms of insanity which were unrelated to physical disease. The 
chapter will first consider their contributions to our understanding of the passions as causes of 
insanity, and then explore their views on the use of the passions as cures. 


The curable insane in public institutions 


Pinel helped to transform public hospices into therapeutic institutions by proving that a 
significant proportion of the paupers who were furiously insane or who were too fearful to 
even want to eat could regain their sanity and become citizens able to work. He became known 
for allegedly overseeing the removal of the chains that had been used to restrain the furious 
inmates of the Bicétre (even though this was probably the initiative of the non-medical 
superintendent, Jean-Baptiste Pussin). A similar reform movement had been started in 1785 in 
Florence by the 26-year-old physician Vincenzio Chiarugi, who by 1788 had succeeded in 
banning the use of chains in the overcrowded hospice of Santa Dorotea, and in 1793-94, 
published a three-volume text on the diagnosis, classification and treatment of mental illness, 
Della pazzia, in which he argued that mental institutions should promote therapy, rather than 


simply being used as custodial places.“ 


There had been earlier examples of hospitals, such as those founded in late medieval and 
early-modern Iberia (in Valencia in 1409, Cordova in 1419, Zaragoza in 1425, Seville ca. 
1436, Toledo in 1483, Valladolid in 1489 and Granada in 1527), in which mad people had 
been treated through a regimen of rest, work, appropriate diet and pharmaceutical remedies, 
and had often recovered.!? Pinel would indeed refer to the example of the hospital in Zaragoza, 
in which, according to a report published in Paris in 1791, many insane patients were engaging 
in manual work, doing jobs in the kitchen, dealing with the laundry, gatekeeping and farming.1® 
As he argued in the Traité, such work had proved effective in helping the Zaragoza patients 
attain a solid cure, and it was remarkable that the noblemen in that institution, who disdained 
manual work and refused to do it, were denying themselves the opportunity to be cured of their 
‘derangements and delusions’. Manual work was one of the ‘moral’ methods that Pinel 
promoted at the Salpétriére, as we read in the 1845 English edition of Esquirol’s De la folie 
(1816): 


Pinel recommends that an Establishment for the insane should have a farm connected with it, on which the patients can 

labor. The cultivation of the garden has succeeded happily in the cure of some insane persons. At the Salpétriére, the best 

results follow the manual labor of the women in that Hospital. They are assembled in a large working room, where some 

engage in sewing or knitting; while others perform the service of the house, and cultivate the garden. This precious 

resource is wanting in the treatment of the rich of either sex. An imperfect substitute is furnished, in walks, music, 

reading, assemblages, etc. The habit of idleness among the wealthy counterbalances all the other advantages which this 
18 


class enjoy for obtaining a cure. 
Esquirol did encourage walks in the garden, in line with longstanding views about the 
beneficial effect of looking at greenery, which would inform the construction of asylum and 
hospital gardens in the nineteenth and twentieth centuries.‘2 He also acknowledged that 
working the land had a wide range of therapeutic effects (for instance, dissipating the paralysis 
of the tongue of a 47-year-old insane soldier).22 Nonetheless, in promoting the use of farms and 
gardens ‘to make patients work’ (pour faire travailler les malades), Pinel’s and Esquirol’s 
primary aim was to change the patients’ ‘habits of idleness’.*! They extended the traditional 
Hippocratic and Galenic approaches to non-organic factors of health and disease by placing 
the emphasis on changing ‘habits of mind, feeling and action’ as a way of attaining a cure.~ 
They used the term ‘moral’ (in opposition to ‘physical’) to refer to mental, emotional and 
behavioural ‘habits’ (Lat. mores), as well as to any other non-physical factors, such as 


domestic troubles, reversals of fortune or political events.22 


To some extent, Pinel’s and Esquirol’s projects were part of a much wider reform 
movement, which was inspired by Enlightenment thinking in a number of European contexts. 
While they received state support in the specific context of post-Revolutionary Paris, they also 
benefited from the wide dissemination of ideas across national borders. In London, William 
Battie had been a driving force in the foundation in 1751 of St Luke’s Hospital, a public 
asylum, and had argued in his Treatise on Madness (1754) that management and confinement 
were more effective means of curing madness than medicine.“ In Florence, Chiarugi drew on 
more than 50 medical authors, from antiquity, Germany, Switzerland, France, England, 
Scotland and Italy, and recommended the old traditional Hippocratic method of using contrary 
passions for some conditions, such as melancholy, which could be cured by promoting and 
encouraging hope.22 Besides, he systematically dissected the brains of his deceased mental 
patients in the hope of finding the organic causes of their insanity: ‘even if a substantial lesion 
[was] not evidently perceptible’ it might have been ‘sufficient to disturb the functions of the 
brain’.2° In contrast with Chiarugi’s organicist approach, Pinel suggested that in the dissections 
of corpses of lunatics performed by himself and others there was no evidence of brain lesion 
or cranial malformation. Turning against the dominant views of eighteenth-century anatomists, 
who had shown through their dissection of the corpses of lunatics that insanity was related to 
abnormality and degeneration in the brain substance, he claimed that it was most commonly 
rooted in ‘an extreme exaltation of the passions’, and thus could not be understood without 
knowledge of the ‘medical history of the passions’ .~2 

Benjamin Rush, who had initiated the reform of the care of the mentally ill at the 
Pennsylvania hospital in 1792, continued to use physical methods such as bleeding and 
treatment with mercury. In his Medical Inquiries, published in Philadelphia in 1812, he 
defended the view that ‘the cause of madness is seated primarily in the blood-vessels of the 
brain, and it depends upon the same kind of morbid and irregular actions that continues other 
arterial diseases’.*8 Four years later, in De la folie, Esquirol explained the relationship 
between the brain and thought by drawing an analogy to the relationship between a muscle and 
its movement: while the brain was necessary in the production of ideas, these did not have an 
ontological existence in the brain.*? He insisted on the need to distinguish between mental 
illness and other conditions caused by brain lesions (such as ‘chronic inflammation of the 
meninges’, cerebral haemorrhage, ‘tubercles, cancers, and softening of the brain’), suggesting 
that ‘organic lesions of the encephalon and its envelopes’ had been observed in the brain 
dissections of deceased patients ‘whose insanity was complicated with paralysis’.22 He also 
argued that ‘the causes of mental alienation, do not always act directly upon the brain, but upon 
organs more or less removed therefrom’, noting that insanity was often complicated with brain 
lesions, just as it might be ‘complicated with affections of the lungs, of the heart and intestines, 
and of the skin’.2! 


The passions as causes of insanity 


The view that extreme emotions or prolonged moods could cause diseases in the body and the 
mind had been recognized by medical authors since Hippocratic times. As Robert Burton noted 
in The Anatomy of Melancholy (1.2.3.4), Hippocrates had seen sorrow as ‘the mother and 
daughter of melancholy, her epitome, symptom, and chief cause’. Indeed, in the Hippocratic 
Aphorisms (23.6), prolonged sorrow and fear are presented as both causes and symptoms of 
melancholy. Drawing on Hippocrates, Galen had noted the importance of ‘mental activity’ or 
‘affections of the mind’ as one of the key factors of health and disease, alongside other non- 
organic factors such as the air breathed, the type and quantity of food and drink taken, and the 
balance between sleep and wakefulness, rest and exercise, and retention and evacuation.22 As 
he suggests in the Commentary on Epidemics (VI.5, 484-6), the types of mental activity that 
could cause (mental or physical) illness were excessive anger, fear of death, worry, grief and 


shame.22 


In the influential Lilium medicinae written ca. 1305 by the Montpellier physician Bernard of 
Gordon, emotions and diet were still seen as the main causes of melancholia and madness.™4 
The regimen of health written around that time by Arnald of Villanova gave self-help advice 
related to all six non-organic factors of health, including an appropriate diet, regular sleep and 
the need to avoid passions such as anger and fear, which could have a harmful impact on both 
the body and the mind: 


The passions and accidents of the soul can change or alter the body in powerful ways, and have a notable impact on the 
functioning of the understanding. Therefore, harming passions must be eschewed carefully and diligently, particularly 
anger and sadness. Anger makes all bodily parts hot and swollen. They make the heart so hot that they darken and 
disturb the functioning of reason. Therefore we must avoid all situations in which we might get angry, with the exception 
of wrongdoings. 


Sadness, by contrast, cools down the body and dries it. Therefore it makes the sad person drier and thinner. It makes 
the heart shrink, and the spirits thicker and darker. It weakens the understanding, hinders perception, confuses judgement 
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and destroys memory.>= 
Among the regimens of health that proliferated in sixteenth-century Europe, Andrew Boorde’s 
Breviary of Helthe (1547) explains that the ‘impediment’ of a ‘lunatike person’ may have 
organic causes, ‘by nature and kynde, and than it is uncurable’, or be the effect of an excessive 
passion or intellectual exertion.° 


Views on the interaction between mind and body promoted in the regimens of health are also 
found in learned medical books well into the early-modern period, when diet continued to be 
seen as having a crucial impact not only on the body, but also on the mind. We see this, for 
instance, in Girolamo Mercuriale’s Responsorum et consultationum medicinalium (1587— 
1620) and Medicina Practica (1602), in which he drew on a range of ancient, medieval and 
Renaissance authors, such as Galen, Hippocrates, Aretaeus, Avicenna, Averroes, Jacques 
Fernel and Girolamo Cardano. Using the standard contemporary phrase ‘melancholia 
hypocondriaca’ to refer to a condition characterized by a mixture of physical and mental 
symptoms, like flatulence and inexplicable sadness, Mercuriale noted how it was often caused 
by disorderly lifestyle factors, such as excessive eating. In line with the still prevalent 
Hippocratic—Galenic theories of the mind—body connection, Mercuriale explained that when 


food was not fully digested, it would produce noxious vapours which would rise up to the 
heart and the brain, producing fear, sadness and other perturbationes animi in people who 
either had a melancholic disposition or were turned melancholic by external circumstances 
such as misfortune.2“ In Medicina Practica he defined ‘mania’ as ‘mental alienation’ (mentis 
alienatio) or continuous ecstasy, without fever or inflammation, which could also affect 
speech, the imagination or memory; he distinguished it from melancholia, which was generally 
believed to affect only the imagination.8 


In the mid-eighteenth century, Battie went beyond the emphasis placed by George Cheyne on 
nervous distempers in his influential The English Malady (1733) to distinguish 12 more 
remote causes of madness, which could affect all sectors of the population. These included 
external factors (such as sun stroke, fracture or concussion of the skull, and the intake of 
poisons, medicines and vinous spirits) and internal physical changes (such as growth of cranial 
bone), as well as ‘tumultuous passions’ (like joy and anger), ‘quieter passions’ (like love, grief 
and despair), the ‘unwearied attention of the mind to one object’, and ‘gluttony’ and 


‘idleness’ 22 


The passions continued to be seen as causes of both physical and mental illness. In the two- 
volume Inquiry into the Nature and Origin of Mental Derangement published in 1798, the 
Scottish physician Alexander Crichton noted that the passions ‘produce constant effects on our 
corporeal frame, and change the state of our health, sometimes occasioning dreadful 
distempers, sometimes freeing us from them’ and also ‘produce beneficial and injurious effects 
on the faculties of the mind, sometimes exalting them, sometimes occasioning temporary 
derangement, and permanent ruin’.“? His claims were in line with the views promoted in the 
traditional self-help regimens of health, though he also took account of recent theories of the 
imagination as the site capable of producing fear-arousing images, based on past experiences 
of fear.*! 


Crichton also suggested that the delusions of people who believed they were kings, lords or 
bishops might be caused by pleasurable passions such as vanity.42 Besides providing 
physiological explanations of the causal links between passions and disordered mental states, 
he also noted the impact on the mind of social factors such as poverty or other people’s 
emotions (like contempt or hatred): 


the notions which produce this passion [vanity] are constantly present to the mind, a great train of imaginary happiness 
is produced, that increases until the person is, as it were, absolutely intoxicated. As often as these thoughts occur, the 
blood rushes with impetuosity to the head; the sentient principle is secreted in preternatural quantity, and the excitement is 
at last so often renewed, and increases to such a degree, as to occasion an impetuous and permanent delirium. But when 
the expectations, and high desires, which pride and vanity naturally suggest, are blasted, when these passions are assailed 
by poverty, neglect, contempt, and hatred, and are unequal to the contest, they now and then terminate in despair, or in 


settled melancholy.22 


For Crichton, delirium could be caused by strong passions (such as anger, grief, pride and 
love), as well as by mental exertion, fevers, poisoning, and intoxication (from spirits, wine, 
aether and opium). He also distinguished between hereditary and non-hereditary factors that 
predisposed one to mental disorders, noting in particular the debilitating effect of ‘poor diet, 


bad drink, scrophula, over-fatigue of the body, excess of venery, self-pollution, excessive 
haemorrhages, and excessive discharges’. While endorsing the Hippocratic emphasis on the 
potential impact of diet or the passions on bodily and mental health, he also displayed an 
interest in pride and vanity, and in the detrimental effects of reversals of fortune and poverty, 
which had become widespread concerns in the aftermath of the French Revolution. 


Pinel summarized Crichton’s views in his introduction to the Traité, noting, for instance, that 
the harmful effects of excessive anger included syncope, convulsions, and sudden death, as 
well as temporary madness.” He also referred to a number of medical authors cited by 
Crichton to support the idea that terror could, under certain conditions, cause violent spasms, 
convulsions, epilepsy, catalepsy, mania and death.4° Echoing Crichton’s account, he explained 
that terror (terreur) was more sudden and intense than fear, and had its own specific 
physiological manifestations: accelerated heartbeats; spasmodic contraction of the arteries, 
near the skin; paleness; ‘a sudden dilation of the large blood vessels and of the heart’; a sudden 
interruption of respiration (as the muscles of the larynx go into spasm); trembling of the body 


and legs; loss of movement in the arms. 


As a teacher of internal medicine, Pinel recognized that some mental disorders had physical 
causes, as we know from the case histories recorded by his assistants in 1802.48 He also drew 
on his observations of female patients at the Salpétriére to warn that women were particularly 
vulnerable to insanity during their menstruation and after giving birth, when their anger, if 
habitual, might develop into furious delirium, or lead to other conditions such as stupor or 
dementia.42 He nonetheless rejected speculative explanations based on the prevailing 
physiological model of fluids or vapours circulating in the nerves. Instead, he taught precise 
observation skills, which were at the basis of his rigorous method of classification of diseases, 
and showed a genuine interest in both understanding and treating insane patients. 


Pinel’s emphasis on the patients’ experience, rather than on explaining their condition with 
reference to medical theory, was already evident in the footnote he added to his 1898 
translation of Crichton’s chapter on delirium. Expressing his disagreement with the Scottish 
doctor’s physiological explanatory model of delirium as being caused by alterations in the 
quantity and quality of nervous fluid, Pinel emphasized instead the causative role of ‘vivid 
emotions’.°2 In another footnote, he criticized Crichton for having based one of his arguments 
on a single case history and described his more reliable scientific approach, which involved 
systematic observations of 200 patients suffering from periodic insanity, their classification 
using the standard categories of idiocy, mania and melancholia, and detailed reports of the 
events that precipitated their condition, the ‘premonitory signs of periodic bouts’, and their 
symptoms.2! In the Traité, however, Pinel explicitly endorsed Crichton’s view that physicians 
should look at the passions as phenomena with natural causes that could be inquired into; he 
urged his medical colleagues to consider the human passions as an object of study which 
belonged completely to the discipline of medicine, proposing that these should be studied 
without any reference to notions of morality or immorality.22 


In the clinical notes that Pinel wrote about the insane patients he was able to interview, he 


referred to the personal circumstances and events that might explain their insanity. Thus in the 
notes related to the 265 women he treated personally at the Salpétriére between 1802 and 1805 
we find precise references to passions as causes of insanity. Terror was the cause of the 
insanity of Dorothée Ducastel, a widow aged 45, who was brought to the hospice by the 
police, and who had experienced great fear for 15 days after dreaming of her dead husband 
telling her about God’s forgiveness and announcing to her that she would die within a year. 
This diagnosis seems to have been straightforward, given that fear was still the widow’s 
dominant passion and that her symptoms and the content of her dream fitted into an existing 
medical category: ‘religious melancholy’. By contrast, the 26-year-old Adélaide Faucheux, 
whose main symptom was her fear of being poisoned, was diagnosed as suffering from 
melancholia caused by jealousy after giving birth. It was only by listening to these women’s 
personal stories that Pinel could go beyond his observations of their behaviour to establish 
which passions were at the root of their condition. 


The most common cause of the insanity of women who were ‘cured’ by Pinel was domestic 
trouble, which comprised a wide range of family misfortunes and dissensions. Cécile Gonin 
was a 44-year-old widow diagnosed with ‘delirium and desire to die’ after she had thrown 
herself into a well, following a 15-month period of insanity caused by her husband’s death. 
Josephe Perrone, a 30-year-old seamstress diagnosed with ‘delirium with fury’, had suffered a 
bout of insanity when her husband joined the army, leaving her six weeks pregnant, and then 
every time she menstruated while still breastfeeding. The 50-year-old widow Thérése 
Chevallier had become insane after losing her cat. Augustine Filliot, aged 56, suffered 
‘delirium with fury’ and ‘religious mania’ caused not only by grief, but also by the deprivation 
she experienced in the six months she lived in the fields and woods, following her husband’s 
arrest during the Revolution. Marguerite Langlois, aged 41, suffered from amenorrhea for six 
months after being maltreated by her husband, while 21-year-old Agathe Richer was diagnosed 
with ‘delirium with fury’ after being robbed of 800 livres, having also been maltreated by her 
father, who opposed her marriage plans. 


When Pinel argued in the Traité that intense passions (affections morales trés-vives) such 
as excessive and misplaced ambition, religious fanaticism, deep sorrows, or unhappy love 
affairs had a significant impact on mental health, he was able to support his claims with 
Statistical analyses of the clinical evidence he had gathered at the Bicétre: of the 113 male 
insane patients from whom he had been able to obtain accurate information at the Bicétre, 34 
had been led to insanity by domestic trouble, 24 by obstacles which had prevented them from 
marrying the person they loved, 30 by the events of the Revolution, and 25 by a fanatic zeal or 
terror about the afterlife.°° His arguments were also illustrated by a number of tables, one of 
them showing the causes of insanity of patients reported to be ‘cured’ (guéris) at the Bicétre in 
1792. These included eight cases of ‘periodical fury with delirium’ caused by unrequited love 
(a gardener aged 45), terror (two soldiers, aged 22 and 24), excessive ambition (two soldiers, 
aged 24 and 30), loss of money (a tailor aged 36), jealousy (a ferryman aged 28) and sorrow 
(a ploughman aged 68); four cases of acute mania, caused by sorrow (two tanners, aged 25 and 
A6), terror (a hairdresser aged 56) and excessive ambition (a soldier aged 25); and two cases 
of melancholia caused by sorrow (a tailor aged 36) and loss of money (a merchant aged 46).°° 


In referring to passions as causes of insanity in his printed works, Pinel went beyond 
standard lists provided by pre-modern physicians to consider specific events from a socio- 
historical context, such as the Revolution, and culturally bound states of mind such as 
‘enthusiastic patriotism’.2 In both versions of the Traité he recounts the case of a tailor who, 
during the most ‘effervescent’ period of the Revolution, was heard making some remarks about 
the condemnation of Louis XVI and, as a consequence, was seen as unpatriotic by people in his 
neighbourhood. He went back home trembling, was unable to sleep and lost his appetite and 
the will to work; he began to experience constant frights, and became so obsessed with the 
idea that he had been condemned to the guillotine that he was taken to the Bicétre.2° This case 
illustrates well that the causes of insanity were not located only in the body, and that social 
environment was believed to have a strong influence in shaping people’s passions and 
aggravating their impact on mental health. 


Esquirol’s medical thesis (1805) offered further statistical evidence on the impact of the 
passions on mental health, based on Pinel’s report on the Salpétriére hospice and on his own 
experience at his private maison de santé. At the Salpétriere, Pinel had identified 611 cases of 
melancholia and mania, of which only 165 were attributed to physical causes, and 142 cases of 
dementia and idiocy, of which 36 had clear physical causes. Esquirol himself had identified 66 
cases of melancholia or mania among his private patients, of which only 19 were attributed to 
physical causes, and 15 cases of dementia or idiocy, of which 11 had clear physical causes. He 
also agreed with Pinel’s view that when melancholia and mania were of recent onset and had 
not been treated through physical methods, they were potentially curable, and that these should 
be distinguished from other conditions like idiocy and dementia, which were characterized by 
‘total damage of the intellectual faculties’ and were incurable. 


Nine years later, in De la folie, Esquirol published new statistics based on evidence 
obtained at the Salpétriere in 1811-12 and at his private clinic. These showed, for instance, 
that the insanity of 466 of the Salpétriére patients was attributed to physical causes (including 
105 to heredity, 60 to old age, 60 to apoplexy, 52 to post-partum complications, 14 to head 
injuries, 13 to fevers, 11 to the mother’s convulsions during gestation and 8 to syphilis), while 
in 323 of the patients it was attributed to ‘moral’ causes: 105 to domestic sorrows, 77 to 
reversals of fortune, 46 to unrequited love, 38 to fright, 18 to jealousy and 16 to anger.” 
Claiming that pride, fear, fright, ambition, reversals of fortune and ‘domestic trouble’ were the 
most frequent moral causes of insanity, Esquirol also noted that religious fanaticism, while a 
major cause of madness in the past, was no longer significant (he had only seen one such case 
among the 337 patients admitted in his private clinic).®! He also mentioned that he had seen 
young women who had become insane out of shame and sorrow after being raped.® He further 
suggested that the factors which influenced the frequency, character, duration and treatment of 
insanity included not only climate, seasons, age, sex, temperament, profession and lifestyle, but 


also ‘laws, civilization, morals, and the political condition of people’. 


While agreeing with Locke’s remark that the insane are ‘like those who lay down false 
principles, from which they reason very justly, although their consequences are erroneous’, 
Esquirol also pointed out that the wrong beliefs of the insane were underpinned by a dominant 


passion: 


Among the insane, some are stricken with terror, believe themselves ruined, tremble lest they shall become the victims of 
a conspiracy, fear death. Others are happy and gay; think only of the good which they enjoy, or of the benefits which they 


can dispense. They feel persuaded that they are elevated to the greatest dignity 4 


From this perspective, observation and listening were crucial methods in establishing what 
particular passion or passions dominated each patient’s mind. 


The passions as cures for insanity 


Pre-modern Hippocratic—Galenic physicians saw the brain as the mind’s instrument, and thus 
believed that pharmaceutical remedies (such as hellebore or poppy) and surgical remedies 
(like bloodletting) could help to produce changes in the way the mental faculties worked. In A 
Treatise on Madness, Battie suggested that when the causes of madness were ‘tumultuous and 
spasmodic passions, such as joy and anger’, nothing should be done, unless the patient was in 
danger of dying, since these passions and their muscular effects would normally subside. If the 
patient’s life was at risk, the remedies he recommended were first ‘depletion and diminution of 
maniacal pressure’ (usually through bloodletting and purgatives), and then giving the patient 
poppy, known to be an efficacious narcotic. If, despite these remedies, the patient continued to 
be engrossed in any particular passion for an unusually long period, Battie left it to the 
physician’s discretion to determine ‘how far it may be advisable or safe to stifle it by a 
contrary passion’. He nonetheless warned that the patient’s safety could not be guaranteed if 
such method was used, because the effect of the new passion was unpredictable: ‘it is almost 
impossible by general reasoning to foretell what will be the effect of fear substituted in the 


room of anger, or sorrow immediately succeeding to joy’. 


In the introduction to the first edition of the Traité, Pinel noted that the most suitable 
approach in seeking to ‘correct’ the errors of patients suffering from mania was that of the fifth- 
century medical writer Caelius Aurelianus, who had suggested that the physician should avoid 
both excessive indulgence and repulsive harshness, and use an appropriate tone in 
communicating with those patients, mid-way between an ‘imposing gravity’ and the ‘simple 
tone of genuine sensitivity’. Like the Quakers at the York Retreat and other contemporaries of 
Pinel, Aurelianus had placed the emphasis on the physician’s interactions with their patients, 
stressing the need for the physician to ‘earn their respect and esteem by being frank and open, 
and by constantly eliciting their love and fear (s’en faire constamment chérir et craindre), a 


skill credited to certain Moderns whose actual source I note here’. 


Drawing on his observation of the ways in which Pussin handled patients at the Bicétre and 
on his own clinical experience, Pinel praised the efficacy of methods such as ‘intimidation 
without violence’, ‘evoking fear (appareil de crainte), opposing firmly the dominant ideas and 
obstinacy of some of the insane, and showing courage and determination without anger’.© 


Firmness was crucial, for instance, with patients who refused to eat, thereby making 


themselves physically weak and putting themselves at risk of becoming ill and dying. This was 
a situation encountered with some of the patients suffering from periodical or intermittent 
insanity, whom he diagnosed as having ‘lesions of the functions of the understanding’; it was 
successfully dealt with by using threats to arouse fear sufficiently strong to counteract 
seemingly unfounded obsessive fears, such as the fear of divine punishment.®£2 Fear, in Pinel’s 
view, could dispel the patient’s own obsessive ideas and anxieties by shaking his or her 
imagination.2 


In his medical thesis (1805), Esquirol also recommended that repressive methods should be 
used ‘either to shake the imagination vigorously, or to produce a feeling of fear which would 
tame and subject manic patients’.2! He claimed that intimidation and the arousal of fear was an 
effective method to help patients calm down: ‘a great display of force and power, a threatening 
appearance and props intended to inspire terror can put a stop to the most stubborn and 
dreadful resolutions.’ Drawing on Lorry’s dictum spasmum spasmo solvitur, he argued that 
fear could produce a spasm through which the basis of the delusion might be shattered.2 If 
used skilfully, ‘physical and moral shocks or commotions (des secousses)’ would have the 
effect of ‘shaking and threatening the machine, so to speak’, thereby restoring health He 
elaborated on these ideas in De la folie, where he suggested that instilling ‘real fear’ could be 
beneficial in displacing ‘imaginary fear’, and that it was crucial to ensure that the passions 
aroused by the physician during therapeutic exchanges with patients were stronger than the 
passions that controlled their thoughts and fed their delusions: 


We must oppose, and conquer the most obstinate resolutions, inspiring the patient with a passion, stronger than that which 
controls his reason, by substituting a real for an imaginary fear; now, secure his confidence, and raise his fallen courage 
by awaking hope in his breast. Each melancholic should be treated on principles resulting from a thorough acquaintance 
with the tendency of his mind, his character and habits, in order to subjugate the passion which, controlling his thoughts, 
maintains his delirium. . . . A sudden, strong, and unexpected emotion, a surprise, fear and terror, have sometimes been 


successful.2 


As the North American translator of Esquirol’s Mental Maladies noted, referring to the 
principle of curing by contraries: ‘we apply it instinctively, in the treatment of those cases of 
mental disease, which are connected with depression of mind. We cheer up the desponding in 
heart; offer encouragement to the timid and doubting; and bid the weak be strong.’ He also 
observed that it was not uncommon for physicians to feel compassion for patients suffering 
from depression because it affected their bodily health: ‘so rare is it, in any of the forms of 
insanity connected with depression of mind, particularly in the early stages, to find the organic 
functions healthfully performed, that we can hardly fail to entertain a sympathy for the afflicted 
sufferer.’ In his view, the method of eliciting fear could be justified in some cases: 


One of the great advantages resulting from fear consists in this, that it leads the patient to exercise self-control, and also, 
in many cases, secures that submission which induces a ready compliance with those hygienic measures which are 


regarded as useful in restoring the bodily and mental health.ZZ 


Esquirol’s translator warned, however, that a physician seeking to use fear as a healing method 
would need ‘much tact, as well as prudence and discrimination, and much of the “milk of 


human kindness” in his nature, cultivated by education’ 2 


Pinel had explained in his much revised edition of the Traité in 1809 that a combination of 
kindness and frankness in talking to patients was the most appropriate way of eliciting patients’ 
trust and accessing their thoughts: ‘it takes several attempts, and a number of interviews, 
conducted with skill and with a good-natured and frank approach, to be able to penetrate their 
thoughts, dispel their doubts, and get rid of their apparent contradictions by drawing 
comparisons.’ This suggests that, even though interviewing patients required skill and 
perseverance, interviews themselves proved to be therapeutic for some of Pinel’s patients. 


Pinel also warned that physicians and attendants should avoid passions such as haughtiness, 
and strike the right balance between kindness and firmness, to prevent patients from responding 
with violent emotions (émotions): ‘the principles followed in public and private 
establishments to manage them can also produce in them new ideas and emotions which they 
did not have before. If treated with haughtiness or with inappropriate harshness, they become 
furious, hateful and violent.’®2 It was only by treating the furious insane with kindness (rather 
than seeking to control them by hitting them or putting them in chains) that the pattern of their 
emotions and ideas could be observed: ‘they can only be brought back to their own affections 
by being treated in a gentle and benevolent manner; it is only then that the accurate history of 
their derangements can be studied as an illness (maladie).’®! Instead of simply applying to 
patients existing labels such as melancholia or mania, Pinel tried to establish their individual 
clinical histories to be able to determine how their specific forms of mental illness might be 
cured. 


As Esquirol further argued, the physician required great dedication not only to ascertain 
what passions were at the root of the patients’ disorders, but also to determine what passions 
to evoke in each of them to help them recover: 


In this assemblage of enemies, who know only how to shun, or injure each other; what application, what devotion to duty, 
what zeal are necessary, to unfold the cause, and seat of so many disorders; to restore to reason its perverted powers; to 
control so many diverse passions, to conciliate so many opposing interests; in fine, to restore man to himself! We must 
correct and restrain one; animate and sustain another; attract the attention of a third, touch the feelings of a fourth. One 


may be controlled by fear, another by mildness; all by hope.22 


He even noted how physicians should actively and consciously use their voice, gestures, facial 
expressions, words and silences to elicit the patient’s trust and confidence (confiance means 
both) and to ‘produce an effect upon the mind or heart of the maniac’. In Esquirol’s view, 
physicians should ensure that they gave patients hope, courage and consolation, whether they 
treated mental or physical illnesses: 


This treatment besides, is not confined exclusively to mental maladies: it is applicable to all others. It is not enough to say 
to the sick, courage, courage, you will be better. A feeling heart must dictate these consoling words, that they may reach 


the mind and heart of him who suffers.24 


Esquirol thus suggested that physicians should cultivate a ‘feeling heart’ (1’accent du coeur) to 
be able to connect with patients at an emotional level, and that this would help not only in 


regulating disordered passions and habits (by arousing contrary or stronger passions), but also 
in giving hope, which would aid the healing process. Instilling hope and confidence in patients 
was an important part of the therapeutic approach promoted in the Hippocratic corpus: 
‘sometimes simply in virtue of the patient’s faith in the physician that a cure is effected.’® 
Fully endorsing this principle, Esquirol claimed that ‘without confidence, there is no cure’ .2° 
He noted that, while the art of healing had traditionally been in the hands of the ‘ministers of 
the altar’, his contemporaries would now seek to place their faith in a reputable physician: ‘his 
name, his consolations, his councils, are often more useful than his remedies, because his 


reputation commands confidence, and permits us not to doubt respecting a cure.’®& 


Trust and confidence were essential elements in Esquirol’s therapeutic interventions, 
judging from the clinical histories included in Maladies Mentales. An example of his 
approach is his account of his first meeting with a retired general who had become suicidal 
and was committed to his care on 1 August 1817. After spending an hour in conversation with 
the patient, followed by a few minutes of silence during which he kept his eyes fixed on him, 
he addressed him in these terms: 


You wish to destroy yourself, and for want of some other means of effecting your purpose, you wish to keep your cravat. 
You shall not take your life. I will restore you to health, and return you to your family and happiness. 


When the patient replied that there was no more happiness for him, Esquirol continued to seek 
to elicit his confidence and hope: ‘General, I will restore you to happiness, and I wish to 
assure myself that you will make no attempt upon your life.’8° He then sought to draw on the 
patient’s sense of pride by giving him a choice between pledging his word of honour that he 
would not take his life, or having four attendants watching him in his room. The patient chose 
the pledge, as expected of a high-ranking army officer. When Esquirol visited him the 
following day, he congratulated and encouraged him further, still striving to gain his trust. This 
proved successful, since the patient opened up to him, telling him that he had tried to strangle 
himself more than 20 times, and that his word of honour had restrained him. 


Esquirol combined his conversations with patients with traditional remedies, such as 
‘leeches to the anus, and foot baths, rendered stimulant by mustard’, and walks in the garden. 
The general’s first garden walk, suggested by Esquirol as a response to his confiding that he 
thought that his ‘disease’ was caused by his sedentary life after retiring from the army, gave 
him the opportunity to experience ‘the most delightful emotions’ (les impressions les plus 
agréables), and to see nature with a degree of pleasure that he had not enjoyed for a long 
time.®2 After six months in Esquirol’s care, during which he was taken on trips and visited by 
relatives, the general was deemed to be cured in that he made no more attempts to take his life. 
Back in his home environment he was not suicidal, though he fell prey to such ‘paroxysms of 
jealousy’ that his wife was forced to move out and stay with her own family for some years. 
This narrative suggests that Esquirol was able to instil trust and confidence in patients who 
were pathologically suspicious of others. It also supports his views about the impact of social 
environment and social interaction on mental illness: ‘the cause of mental alienation often 
exists within the family circle . . . and the presence of the parents and friends of the patient, 


exasperates the evil. Sometimes, an excess of tenderness keeps up the disease.’ 


In the ideal establishment for insane people which Esquirol described in Mental Maladies, 
hope and confidence would not simply be promoted through interactions between patients and 
the physician. Patients would become more hopeful about their own recovery if they saw other 
patients recovering and being discharged. Convalescent patients had a crucial role in consoling 
and encouraging the sick ‘by their contentment, their advice and counsels’.2* Nonetheless, 
Esquirol also noted that the task of promoting hope and confidence among patients could prove 
challenging: 


For this untiring devotion, an approving conscience must be our chief reward. For what can a physician hope, who is 
always considered wrong when he does not succeed, who rarely secures confidence when successful; and who is 


followed by prejudices, even in the good which has been obtained.23 


As practitioners of moral therapeutics, Pinel and Esquirol maintained an unflagging faith in the 
benefits of their approach in the face of prejudice and criticism, while the majority of 
physicians continued to advocate physical remedies only for the treatment of insanity. 


Conclusion 


Pinel is widely recognized for having laid the foundations of scientific psychiatry.4 He has 
also been seen as one of the ‘fearless and dispassionate pioneers of mental medicine’ and as a 
‘pioneer in the medicalization of passions’, which paved the way for the massive 
medicalization of emotional life in the twentieth and twenty-first centuries.2? The claim that he 
was ‘dispassionate’ seems to be underscored by assumptions about the incompatibility of 
science and emotion which cannot go unchallenged, and certainly cannot be attributed to Pinel. 
The label ‘dispassionate’ may serve to convey the level-headedness with which Pinel and 
Esquirol dealt with their patients, but, as can be seen from the evidence discussed in this 
chapter, it does not capture their concern with engaging with patients at an emotional level. 


In focusing on forms of insanity which did not have physical causes, did not always affect 
people’s intellectual ability and could not be cured simply by reasoning, Pinel and Esquirol 
drew on a traditional (Hippocratic) hygienic understanding of non-physical factors in health 
and disease. Nonetheless, they paid closer attention than any of their predecessors to the role 
of the emotions as causes, symptoms and cures of mental disturbance. Rather than medicalizing 
the emotions, they saw them as objects of study in their own right, and as powerful therapeutic 
tools. 


According to Esquirol’s testimony, Pinel achieved remarkable success in eliciting the trust 
of his patients, who provided him with detailed accounts of their thoughts, memories and 
information regarding their family, their symptoms, and significant events, which helped him to 
construct clinical histories.2° He also sought to give his therapeutic methods the ‘character of 
true science’ by ensuring that they were based on careful clinical observation and by using 
statistical analysis: ‘the application of the calculus of probabilities’. One of Pinel’s and 


Esquirol’s main contributions was to show how scientific methods could be used to keep 
records (and to evaluate the effectiveness) of their large-scale application of a therapeutic 
approach which took into account the age, sex, occupation, circumstances, crucial events and 
dominant passions of each of their insane patients deemed potentially curable: those whose 
symptoms were of recent onset and had not been treated through physical methods. 


Pinel’s and Esquirol’s methods and statistical findings were widely disseminated abroad. 
As we see from the anonymous review of Esquirol’s Statistique, published in 1838, two in 
three of Pinel’s patients were diagnosed as suffering from a form of insanity produced by non- 
organic causes: 


Pinel found moral causes to operate in the proportion to physical, as 464 to 219, and the first question which he generally 
put to patients, who still preserved some intelligence, was ‘Have you undergone any vexation or disappointment?’ The 
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reply was seldom in the negative. 
It would seem that the high proportion of ‘moral’ causes of insanity identified by Pinel might 
be explained as the result of his interviewing techniques, if he really asked such leading 
questions. Nonetheless, Pinel and Esquirol did not simply rely on interviews, but kept detailed 
notes of their clinical trials, and subjected them to quantitative analysis, thereby promoting a 
form of evidence-based medicine, which still prevails today. 


While Pinel’s statistics showed that two-thirds of his patients suffered from forms of mental 
illness produced by non-organic causes, Esquirol argued that, even though not all insane 
patients had something wrong with their brain, they all appeared to have disordered passions: 


This moral alienation is so constant, that it would appear to me to be an essential characteristic of mental alienation. 
There are insane persons whose delirium is scarcely noticeable; none whose passions and moral affections, are not 


disordered, perverted, or annihilated.22 


This implied that the moral approach was relevant to all forms of insanity, whether to cure 
patients or simply to manage them. 


The conscious efforts made by Pinel and Esquirol to elicit their patients’ trust and 
confidence through their interviewing techniques helped not only to understand patients’ ways 
of thinking, but also to regulate the passions which underpinned the patients’ thoughts. Detailed 
clinical histories, such as that of the general treated by Esquirol in 1817, suggest that their 
interviewing techniques were somewhat successful in changing more harming patterns of 
thought and behaviour, even though they did not completely suppress other habits of thinking 
and feeling, which the patients had developed in response to their own social environment, 
outside the therapeutic institution. 


Pinel is well known as one of the European pioneers who applied the humanitarian outlook 
of the Enlightenment to the care of the insane by banning chains and the use of violence by 
attendants. What is less known are his uses of fear and hope as ways of accessing the minds of 
patients who were unable to reason, an approach that he had drawn from the Encyclopaedia 
Britannica, as he noted in the first edition of his Traité@ Pinel believed in the efficacy of 


threats to treat some of his most obstinate patients. Such methods might seem questionable 
today, but in Pinel’s day and nearly two decades after his death, when Esquirol’s Mental 
Maladies appeared in English in Philadelphia, the use of fear with insane patients was seen as 
a potentially efficacious (though controversial) way of treating some patients. 


Then, as now, health carers would be expected to show not only judiciousness, but also tact 
and kindness, ‘cultivated by education’ 10! Then, as now, the education of medical 
professionals had to combine the science of healing, which Pinel and Esquirol helped to 
develop, with the art of observing and interacting with patients, which they had learned to 
practise, inspired by ancient practitioners such as Hippocrates, Galen and Caelius Aurelianus. 
In our age, when medical education needs to keep up with a rapid proliferation of 
technological devices for examining patients’ brains and other internal organs, Pinel’s and 
Esquirol’s lessons on the importance of connecting with patients’ minds at an emotional level 
would seem more enlightening and relevant than ever. 


Notes 


1 The report is published in D. B. Weiner, ‘Philippe Pinel’s “Memoir on Madness” of December 11, 1794: A Fundamental 
Text of Modern Psychiatry’, American Journal of Psychiatry 149, 1992, 725-32. 


2 P. Pinel, Traité médico-philosophique sur l’aliénation mentale, Paris: Richard, Caille & Ravier, An IX (1800/1), p. 
xiv. On the influence of Hippocrates on Pinel, see J. M. Pigeaud, ‘Le rdéle des passions dans la pensée médicale de Pinel 
a Moreau de Tours’, History and Philosophy of the Life Sciences 2, 1980, 123-40; Aux Portes de la psychiatrie: 
Pinel, l’ancien et le moderne, Paris: Aubier 2001, pp. 117, n. 5 and 188, n. 10. 


3 I will cite from the 1806 English translation whenever possible, even though it contains a number of mistranslations and 
omits parts of Pinel’s text, such as the Introduction (replaced with the translator’s own Introduction); see Pinel, A Treatise 
on Insanity, trans. D. D. Davis, Sheffield: W. Todd, 1806, pp. Hlv. For an account of omissions and mistranslations in the 
English version, see D. B. Weiner, ‘Betrayal! The 1806 English Translation of Pinel’s Traité médico-philosophique sur I 
‘aliénation mentale ou la manie’, Gesnerus 57(1—2), 2000, 42—50. 


S 


Traité, p. xiii, n. 1. 


lun 


See the report Esquirol presented to the Interior Minister in 1818 on the institutions for the insane in France and the ways 
in which their fate could be improved; Des Etablissements des aliénés en France et des moyens d’améliorer le sort de 
ces infortunés, Paris: Huzard, 1819, p. 12. 


Weiner, Comprendre et soigner: Philippe Pinel (1745-1826) et la médicine de l’esprit, Paris: Fayard, 1999, pp. 9 and 
18. 


7 J. Goldstein, Console and Classify: The French Psychiatric Profession in the Nineteenth Century, 2nd edn. Chicago: 
University of Chicago Press, 2001, p. 94; L. Charland, ‘Science and Morals in the Affective Psychopathology of Philippe 
Pinel’, History of Psychiatry 21, 2010, 38-53 (pp. 42—5); P. Huneman, ‘Montpellier Vitalism and the Emergence of 
Alienism in France (1750-1800): The Case of the Passions’, Science in Context 21, 2008, 615-47. 

8 J. E. Esquirol, Des passions considérées comme causes, symptémes et moyens curatifs de l’aliénation mentale, 
Paris: Didot, 1805, p. 20. 

9 Weiner, ‘Esquirol’s Patient Register: The First Private Psychiatric Hospital in Paris, 1802-1808’, Bulletin of the History 
of Medicine 63, 1989, 110-20. 

10 Esquirol, ‘Introduction a l’étude des aliénations mentales’, Revue médicale francaise et étrangére 8, 1822, 31-8, cited in 

Weiner, ‘Mind and Body in the Clinic: Philippe Pinel, Alexander Crichton, Dominique Esquirol, and the Birth of 

Psychiatry’, in G. S. Rousseau (ed.), The Languages of the Psyche: Mind and Body in Enlightenment Thought, 

Berkeley: University of California Press, 1990, pp. 331—402 (p. 357). 


11 For the English translation, see Esquirol, Mental Maladies: A Treatise on Insanity, trans. E. K. Hunt, Philadelphia: Lea 
and Blanchard, 1845. 


In 


IS le IK 
KO loo NI 


SB 
en) 


RS 
INO 


Na 
ISS 


IS 
(ea) 


34 


On the passions as non-natural factors of health and disease, see E. Carrera, ‘Anger and the Mind-Body Connection in 
Medieval and Early Modern Medicine’, in Emotions and Health, 1200-1700, Leiden/Boston: Brill, 2013, 95-146. On 
health regimes in the French Encyclopaedia, see W. Coleman, ‘Health and Hygiene in the Encyclopedia’, Journal of the 
History of Medicine and Allied Sciences 29, 1974, 399-442. 


See, for instance, Felix Plater’s advice in Felix Plater, Abdiah Cole, Nicholas Culpeper, A Golden Practice of Physick, 
London: Peter Cole, 1662, p. 37. See also S. Jackson, Care of the Psyche: A History of Psychological Healing, New 
Haven: Yale University Press, 1999, pp. 201-11. 

G. Mora, ‘Vincenzo Chiarugi (1759-1820) and His Psychiatric Reform in Florence in the Late 18th Century (on the 
occasion of the bi-centenary of his birth)’, Journal of the History of Medicine 14, 1959, 424—33. 


See for instance the Rules of the Cordova hospital, which were copied in 1753: Ordenanzas, 21 June 1473; Archivo de 
Protocolos, Cordoba, Escrituras publicas, fols 525-41, cited in G. Garcia Gonzalez, Historia de la asistencia 
psiquidtrica en Cordoba, Cordova: Imprenta Provincial, 1983, pp. 192-3 (192). See also L. Garcia Ballester and J. 
Garcia Gonzalez, ‘Nota sobre la asistencia a los locos y “desfallecidos de seso” en la Cordoba medieval: El Hospital de 
Jesucristo’, Asclepio 30—31, 1979, 199-207. 

The report was published by José Iberti in 1791; see J. Espinosa-Iborra, ‘Un testimonio de la influencia de la psiquiatria 
espafiola de la ilustracion en la obra de Pinel: el informe de José Iberti acerca de la asistencia en el Manicomio de 
Zaragoza (1791)’, Asclepio 16, 1964, 179-82. 


Pinel, Traité, p. 226. 

Esquirol, Mental Maladies, p. 53. 

Ibid., p. 296. For examples of such therapeutic advice in the Middle Ages and the Renaissance, see P. E. Pormann (ed.), 
Rufus of Ephesus: On Melancholy, Tiibingen: Mohr Siebeck, 2008, p. 102; J. L. Vives, The Passions of the Soul: The 
Third Book of De Anima et Vita, trans. Carlos G. Norefia, Lewiston, NY: Mellen, 1990, p. 74. For the later period, see 


Clare Hickman, Therapeutic Landscapes: A History of English Hospital Gardens since 1800, Manchester: 
Manchester University Press, 2013. 


Esquirol, Mental Maladies, p. 90. 


Esquirol, Maladies mentales considerées sur les rapports médical, hygiénique et médico-légale, Paris: Baillére, 
1938, p. 72. 

For the context of the phrase ‘habits of mind, feeling and action’, see Esquirol, Mental Maladies, p. 88. 

The label ‘domestic trouble’ was used to refer to ‘all the griefs, all oppositions, misfortunes and dissensions, that grow out 
of the family state’; ibid., pp. 46-7, 75. 


W. Battie, A Treatise on Madness, London: J. Whiston and B. White, 1758. For the wider context, see R. Porter, Mind- 
Forg’d Manacles: A History of Madness in England from the Restoration to the Regency, Cambridge, MA: Harvard 
University Press, 1987, pp. 206-22. 


V. Chiarugi, On Insanity and Its Classification, ed. and trans. G. Mora, Canton, MA: Science History Publications, 
1987, pp. 137—8. See also L. Charland, ‘The distinction between “Passion” and “Emotion”. Vincenzo Chiarugi: a case 
study’, History of Psychiatry 25(4), 2014, 477-84. 

Cited in D. B. Weiner, ‘The Madman in the Light of Reason. Enlightenment Psychiatry: Part II. Alienists, Treatises, and 
the Psychologic Approach in the Era of Pinel’, in E. R. Wallace and J. Gach, eds, History of Psychiatry and Medical 
Psychology: With an Epilogue on Psychiatry and the Mind-Body Relation, New York: Springer, 2008, pp. 281—303 
(p. 288). See also D. L. Gerard, ‘Chiarugi and Pinel Considered: Soul’s Brain/Person’s Mind’, Journal of the History of 
the Behavioral Sciences 33(4), 1997, 381—40. 


Pinel made this point in response to what he saw as Condillac’s failure to explain restlessness, desire and the passions; 
Treatise, pp. 83-4. 


Benjamin Rush, Medical Inquiries and Observations upon the Diseases of the Mind, 3rd edn, Philadelphia: Crigg, 
1827, p. 15. 


Esquirol, Mental Maladies, p. 28. 
Ibid., p. 70. 
Ibid., pp. 54 and 56. 


Galen, The Art of Medicine, in Selected Works, trans. P. N. Singer, Oxford: Oxford University Press, 1997, pp. 345-96 
(p. 367). 


In Hippocratis Epidemiarum, VI.1-8, ed. E. W. and F. Pfaff, Berlin: Academiae Litterarum, 1956, p. 483. 
Gordonio, Lilio de medicina, ed. B. Dutton and M.N. Sanchez. 2 vols, Madrid: Arco/Libros, 1993, vol. I, p. 505. 


BMeEERKRBKRE 


SRRERBBREBK 
NIG I iB Il IN IR Ilo Ww 


Villanova, El maravilloso regimiento, trans. H. de Mondragon, Barcelona: Jaime Cendrat, 1606, p. 12; my translation. 
A. Boorde, The Breviary of Helthe, London: Wylllyam Myddelton, 1547, fol. 85r. 


G. Mercuriale, Responsorum et consultationum medicinalium, Book 2, Venice: Giolito, 1589, consultatio 103; book 3, 
Venice: J. de Franciscis, 1620, consultatio 108. 


Medicina Practica, Frankfurt: J. T. Schonwetteri, 1602, p. 61. 
Pinel, Treatise on Insanity, pp. 78-9. 


A. Crichton, An Inquiry Into the Nature and Origin of Mental Derangement, 2 vols. London: T. Cadell Jr and W. 
Davies, 1798, vol. II, p. 99. See also Weiner, ‘Mind and Body’; Louis C. Charland, ‘Alexander Crichton on the 
Psychopathology of the Passions’, History of Psychiatry 19, 2008, 275-96; Louis C. Charland, ‘“A moral line in the 
sand”: Alexander Crichton and Philippe Pinel on the Psychopathology of the Passions’, in Louis C. Charland and Peter 
Zachar (eds), Fact and Value in Emotion, Amsterdam/Philadelphia: John Benjamins, 2008, pp. 15-35. 


Crichton, Inquiry, vol. I, p. 210. 
Ibid., p. 182. 

Ibid., pp. 168-9. 

Ibid., p. 188. 

Ibid., p. xxxiv. 

Ibid., p. xxx. 

Ibid. 

See Weiner ‘Mind and Body’, p. 349. 
Traité (1809), p. 26. 


Pinel, ‘Recherches sur les causes du délire, par A. Crichton’, Recueil périodique de littérature médicale étrangére 1, 
1798-99 (An VII), pp. 401-18 and 463—78 (p. 466, n. 1). 


Ibid., p. 411, n. 1. 

Pinel, Traité, p. xxii; Crichton, Inquiry, vol. II, pp. 98-9. 

For further references to these clinical notes, see Weiner, Comprendre et soigner, pp. 227-31. 

Ibid. 

Pinel, Traité, p. 110. The reference to terror related to the afterlife is omitted in the translation; Treatise, p. 113. 
Pinel, Traité, p. 250; Treatise, p. 240. A third of these patients were reported to have suffered relapses. 

Pinel, Treatise, p. 15. 


Pinel, Traité (1809), p. 349. Laure Murat offers a partial analysis of this case; L. Murat, The Man Who Thought He 
Was Napoleon: Toward a Political History of Madness, Chicago: University of Chicago Press, 2014, pp. 57-60. 


Esquirol, Passions, p. 20 

Esquirol, Mental Maladies, pp. 47 and 49. 

Ibid., pp. 46-7. 

Ibid., p. 51. 

Ibid., p. 30. 

Ibid., p. 12. 

Battie, Treatise, p. 84. 

Pinel, Traité, p. xi. 

Ibid., p. xi. Weiner suggests this is a clear allusion to the founders of the York Retreat; see ‘Mind and Body’, p. 341. On 


the use of fear at the York Retreat, see L. Charland, ‘Benevolent Theory: Moral Treatment at the York Retreat’, History 
of Psychiatry 18, 2007, 61-80. 

Pinel, Traité, p. 61. The English translation omits the idea of provoking fear: ‘of intimidation, without severity; of 
oppression, without violence; and of triumph, without outrage’; Treatise, p. 63. 

Pinel, Treatise, pp. 23-4. 


The notion of shaking the patient’s imagination is explicitly mentioned in the original French title of this section, ‘ébranler 
imagination’, translated into English as ‘restrain upon the imagination’; Traité, p. 59; Treatise, p. 61. 

Esquirol, Passions, p. 54 

Ibid., p. 70. 


Ibid., p. 54 

Ibid., p. 70. 

Esquirol, Mental Maladies, pp. 78-9. 
Ibid., p. 334. 

Ibid., p. 334—5. 

Ibid., p. 335 

Pinel, Traité (1809), p. 134. 

Ibid., pp. 134—5. 

Ibid. 

Esquirol, Mental Maladies, p. 21. 
Ibid., p. 404. 

Ibid., p. 80. 


Hippocrates, Regimen, II. See also Precepts 6, cited in Owsei Temkin, Hippocrates in a World of Pagans and 
Christians, Baltimore: Johns Hopkins University Press, 1995, p. 102. 


Esquirol, Mental Maladies, p. 76. 

Ibid., p. 80 

Ibid., p. 296. 

Ibid., p. 296 (cf. Maladies Mentales, p. 308). 

Ibid., p. 298. 

Ibid., p. 75. 

Ibid., p. 77 

Ibid., p. 21. 

Petteri Pietikaéinen, Madness: A History, Abingdon: Routledge, 2015, pp. 106—11, 159-63. 
Ibid., pp. 107, 109. 


See Esquirol’s testimony: ‘Observateur ingénieux et profound, habile a saisir les rapports, M. Pinel voit a travers les 
troubles de la raison, la pensée, les affections des aliénées, il révéle ce qu’il y a de plus mystérieux dans |’intelligence 
humaine’, cited in Weiner, Comprendre et soigner, p. 22. 


Pinel, Résultats d’observations et construction des tables pour servir a determiner le degré de probabilité de la 
guérison des aliénés, Paris: Baudouin, 1808; cited in Goldstein, Console and Classify, pp. 101-5. 


Anonymous, ‘Statistics of insanity in Europe (review article on Esquirol’s Statistique de la Maison Royale de 
Charenton, dans les Annales d’Hygiéne Publique)’, The Foreign Quarterly Review 20, 1938, 39-54. 


Esquirol, Mental Maladies, p. 16. 
Pinel, Treatise, p. 103. 
Ibid., p. 335. 


Select bibliography 


Battie, W., A Treatise on Madness, London: J. Whiston and B. White, 1758. 

Carrera, E., Emotions and Health, 1200-1700, Leiden/Boston: Brill, 2013. 

Charland, L., ‘Alexander Crichton on the Psychopathology of the Passions’, History of 
Psychiatry 19, 2008, 275-96. 

Charland, L., ‘Benevolent Theory: Moral Treatment at the York Retreat’, History of 
Psychiatry 18, 2007, 61-80. 

Charland, L. ‘Science and Morals in the Affective Psychopathology of Philippe Pinel’, History 
of Psychiatry 21, 2010, 38-53. 


Chiarugi, V., On Insanity and Its Classification, ed. and trans. G. Mora, Canton, MA: Science 
History Publications, 1987. 


Crichton, A., An Inquiry into the Nature and Origin of Mental Derangement, 2 vols. London: 
T. Cadell Jr and W. Davies, 1798. 


Esquirol, E., Des passions considérées comme causes, symptOmes et moyens curatifs de 
l’aliénation mentale. Paris: Didot, 1805. 


Esquirol, J. E., Maladies mentales considerées sur les rapports médical, hygiénique et 
médico-légale. Paris: Baillére, 1938./Mental Maladies: A Treatise on Insanity, trans. E. K. 
Hunt, Philadelphia: Lea and Blanchard, 1845. 

Goldstein, J., Console and Classify: The French Psychiatric Profession in the Nineteenth 
Century, 2nd edn., Chicago: University of Chicago Press, 2001. 

Pinel, P., Traité médico-philosophique sur l’aliénation mentale, Paris: Richard, Caille & 
Ravier, Year IX (1800/1)/A Treatise on Insanity, trans. D. D. Davis, Sheffield: W. Todd, 
1806. 

Porter, R., Mind-Forg’d Manacles: A History of Madness in England from the Restoration to 
the Regency, Cambridge: Harvard University Press, 1987. 

Rousseau, G. S. (ed.), The Languages of the Psyche: Mind and Body in Enlightenment 
Thought, Berkeley: University of California Press, 1990. 

Weiner, D. B. Comprendre et soigner: Philippe Pinel (1745-1826) et la médicine de I’ esprit, 
Paris: Fayard, 1999. 


7 
DEVIANCE AS DISEASE 
The medicalization of sex and crime 


Jana Funke 


Behaviours that are ‘deviant’ in that they breach social standards have frequently been 
understood as forms of disease with underlying and potentially treatable medical causes. At the 
beginning of the twenty-first century, a number of ‘strange’, ‘unusual’ or ‘undesirable’ 
behaviours are classified as forms of disease: excessive drinking, smoking, eating, gambling or 
sexual activity are commonly labelled as addictions; hyperactivity in children and, 
increasingly, adults, is often viewed as ADHD (attention deficit hyperactivity disorder); grief 
and suicide can be seen as outcomes of depression and are thus linked to mental illness.‘ The 
relation between deviance and disease raises fundamental questions about the validity of 
disease categories and the constitution of medical knowledge and authority: how and why are 
certain behaviours framed as medical problems? What is at stake in labelling behaviours as 
forms of disease? Which actors, forces and structures are involved in legitimating claims that 
deviant behaviours should be understood in medical terms? 


Scholars from across disciplines and fields, such as disability studies, feminist studies, 
history, literary studies, psychiatry, queer studies and sociology, have sought to address these 
questions. From a historical perspective, it has been argued that deviant behaviours that once 
fell outside the realm of medical expertize and were considered immoral, sinful or criminal, 
rather than pathological, have been understood increasingly as medical problems over the 
course of the late nineteenth and twentieth centuries.* The shifting relation between deviance 
and disease is at the heart of debates about medicalization, the reframing of non-medical 
aspects of life as medical problems. The ways in which deviant behaviours have been 
medicalized is often seen as indicative of the excessive expansion of medical authority over 
new areas of life. It is viewed as symptomatic of a proliferation of disease categories and has 
been described as ‘overmedicalization’ or ‘disease mongering’ .2 


This chapter engages with these questions and debates, but also seeks to complicate linear 
and monolithic narratives of the medicalization of deviance.‘ It focuses, in particular, on the 
emergence of the intersecting fields of criminal anthropology, sexology and psychiatry from the 
second half of the nineteenth century onwards. It demonstrates that, throughout the past 150 
years or so, the relation between criminal and sexually deviant behaviours and disease was 
debated critically inside and outside medical fields of knowledge. As such, the medicalization 


of deviance needs to be understood as a complex and unstable process that involves multiple 
actors and forces. Instead of illustrating a steady increase of medical authority, the 
medicalization of deviance has regularly inspired controversy about the expansion of medical 
authority and definitions of disease. 


Defining deviance and disease 


Examining the medicalization of deviance brings to the fore the definitional instability and 
uncertainty surrounding disease designations.2 Deviance itself is a highly contested concept 
that has been understood as a statistical deviation from the norm or in terms of moral standards 
and principles. At least since the 1970s, social constructionist frameworks have frequently 
served to illuminate and examine critically the ways in which understandings of deviance are 
shaped or even constituted by social and cultural processes.° For example, sociologists like 
Howard Becker have argued that deviance cannot be measured objectively (either statistically 
or morally), but simply constitutes any form of behaviour that is labelled and recognized as 
deviant by society.? 


Building on such constructionist perspectives, studies of the relation between deviance and 
disease have sought to draw attention to the fact that disease itself is an elusive category that 
defies straightforward definition in that it reflects and reinforces social and cultural values. In 
the 1960s, sociologist Thomas Scheff developed a labelling perspective on mental illness to 
challenge the objectivity of the category of mental illness. He suggested that psychiatric 
classifications were used to label what he called ‘residual rule-breaking’, that is to say, 
behaviours that violate social norms.? At around the same time, psychiatrist Thomas Szasz’s 
studies of mental illness and psychiatrist and historian David Musto’s work on opiate 


addiction similarly began to highlight the social construction of specific disease categories.2 


Historical approaches have offered a particularly powerful means to interrogate shifting 
definitions of disease. Social constructionism has exerted a lasting influence on social 
histories of medicine from the 1970s onwards. Resulting scholarship has drawn attention to the 
ways in which medical understandings of disease are embedded in and shaped by social and 
cultural contexts.12 Sociological studies of deviance and disease have also embraced historical 
perspectives: in the early 1980s, Peter Conrad and Joseph W. Schneider developed an 
‘historical-social constructionist approach’ to demonstrate that medicalized views of deviance 
needed to be understood as culturally and historically specific designations that can change 
over time.! One frequently cited example is masturbation, which was considered, by some, as 
a form of disease in the nineteenth century, but has since been mostly demedicalized and is 
even presented as healthy at times.“ This indicates that categories used to classify behaviours 
as deviant or diseased do not reflect universal standards, but are historically contingent and 
changeable. 


Insisting that disease classifications are shaped by social and cultural contexts has served to 
challenge positivist medical models that view human behaviour primarily or exclusively on the 


basis of biological causes. Some critics have drawn attention to the fact that disease categories 
have been applied to forms of deviant behaviour, such as alcoholism, homosexuality or 
hyperactivity, even in cases where a somatic or biological basis remains unclear or is possibly 
non-existent. The results have been (often radical) challenges, in particular, to psychiatric 
attempts to frame human behaviour on the basis of a medical disease model./2 Other critics 
from within the anti-psychiatry movement and disability studies have challenged the 
application of medical models even with regard to conditions that might have an organic or 
physical dimension44 These voices have argued that all human experiences of illness and 
suffering are necessarily structured by social and cultural forces irrespective of causation. As 
such, discussions of the medicalization of deviance have served to test and contest the authority 
and legitimation of medical models of disease and its validity when applied to human 
behaviour. Such challenges have forcefully demonstrated, for instance, that medical disease 
categories do not always do justice to the psychosocial dimensions of human life. On the 
contrary, they locate disease within the individual, thus drawing attention away from the social 
conditions that can cause suffering. 


Political questions concerning the power of medical authority and its control over human 
behaviour are central to these debates. In particular, the medicalization of deviance is seen as 
an expansion of medical jurisdiction and power to realms of behaviour that were previously 
governed by institutions like the church or the law. This, in turn, highlights how medical 
knowledge is linked to the exercise of social control.’ Historical scholarship has 
demonstrated how disease categories served to reinforce social hierarchies based on 
categories of difference including race, class, gender and sexuality. ‘Drapetomania’, for 
instance, was used in the US in the mid-nineteenth century to describe a supposed mental 
illness causing black slaves to flee captivity.1° Feminist historians and cultural and literary 
critics have shown that ‘hysteria’ often served as a catch-all disease to label as sick or 
unhealthy women who failed to observe gendered rules of conduct.’ Similarly, at the 
beginning of the twentieth century, ‘feeble-mindedness’ was used as a disease category to 
justify the institutionalization of ‘delinquent’ young working-class women who were seen to 
transgress gender and sexual norms./8 These examples demonstrate how disease designations 
could be used to enforce compliance with expected social roles and to uphold social values. 
Going beyond the emphasis on external control, Foucauldian scholars have also emphasized 
how medical knowledge can exert power by shaping the self-perception of individuals who 


internalize the social values expressed through disease designations./% 


Overall, these diverse approaches, which can broadly be characterized as historical-social 
constructionist, have sought to challenge the status of medical disease categories as objective 
and neutral. Focusing on the medicalization of socially undesirable or suspect behaviours, in 
particular, has made it possible to draw attention to the ways in which disease designations are 
implicated in social and cultural values and power structures. However, historians and 
sociologists of medicine have also drawn attention to the limitations of radical constructionist 
approaches. As historian Charles Rosenberg points out, constructionist critics tend to focus on 
‘culturally resonant diagnoses — hysteria, neurasthenia, and homosexuality, for example — in 


which a biopathological mechanism is either unproven or unprovable’.2? Sociologist Allan V. 
Horwitz has also argued that constructionist views of disease are flawed in that they can easily 
sidestep the question of whether certain forms of deviant behaviour are, in fact, linked to 
underlying biological causes. As a result, Horwitz suggests, social constructionist frameworks 
make it impossible to differentiate between behaviours that are socially designated as deviant 


and forms of disease that do have a biological basis. 


To address this problem, scholars have sought to develop hybrid approaches that combine 
constructionist sensibilities with an appreciation of the possible biological causes of 
behaviour. Like Horwitz, Jerome C. Wakefield maintains that many conditions that are 
currently regarded as mental illnesses are simply forms of deviant behaviour and should thus 
not be labelled as diseases.22 Yet, Horwitz and Wakefield also believe that deviant behaviour 
can be indicative of mental disorders that exist beyond arbitrary social judgements in that they 
are based on biological dysfunctions. In cases of schizophrenia, bipolar disorder, or other 
psychoses, for instance, Horwitz suggests, socially disvalued behaviours can be symptomatic 
of internal dysfunctions and should be understood as forms of disease.2? Horwitz’s and 
Wakefield’s work usefully highlights how constructionist views can flatten out differences 
between various conditions. At the same time, upholding the distinction between deviance as 
socially defined and disease as linked to biological causation also has serious intellectual and 
political implications. It can obscure the fact that biological explanations are inevitably shaped 
by social and cultural values, a point that has been made convincingly, especially by disability, 
feminist and queer scholars. Moreover, there is a risk of reinforcing unhelpful and potentially 
harmful distinctions between allegedly ‘genuine’ forms of disease that are biologically 
grounded and conditions that are perceived as psychological or psychosomatic. 


Instead of attempting to resolve these ongoing disputes, the following sections trace how 
disease designations and their relation to deviant behaviours have been negotiated within the 
intersecting fields of criminal anthropology, sexology and psychiatry from the late nineteenth 
century onwards. Questions concerning the authority of medical disease frameworks, the 
validity of biopathological explanations of human behaviour, and the extent to which social 
values shape disease categories are not specific to late twentieth- and early twenty-first- 
century critiques of medicalization. On the contrary, such debates are at the heart of the process 
of medicalization itself. 


Crime and sex as disease 


The relationship between deviance and disease has a long history that has been traced back to 
ancient Greece. 24 The interrelated ideas that deviant behaviour might be caused by disease, 
that disease might lead to deviant behaviour, and that deviance itself can be seen as a symptom 
of illness, are therefore not specific to the modern period. Still, much scholarship has focused 
on the medicalization of deviance over the past 200 years, and it has been argued that deviance 
was increasingly understood within a medical disease framework over the course of the 


nineteenth and twentieth centuries. One factor contributing to this development was the 
emergence of a causal concept of disease within nineteenth-century Western medical thought 
according to which diseases were best regarded as having specific natural causes. As K. 
Codell Carter has argued, the success of this etiological standpoint led to ‘persistent efforts to 
expand the range of human abnormalities that are approached by the way of causes’ and 


viewed as forms of disease.22 


At the same time, the medicalization of deviance cannot be understood by focusing on 
isolated shifts within medical knowledge or by rehearsing teleological narratives of increasing 
medicalization. Critics of the concept of medicalization have argued that the power and 
authority of medicine have been overestimated and that ‘medicalization should not be regarded 
as the sole, or possibly, even the major trend in deviance definition’ in the modern period.2° 
Non-medical explanations of deviant behaviours continued to intersect and exist in dialogue 
with medical views over the course of the nineteenth and twentieth centuries. It has also been 
cautioned that an emphasis on medicalization has tended to foreground medical control and 
power in the abstract without paying sufficient attention to the ways in which disease 
definitions were developed collaboratively by medical experts and other interest groups, 
including patients themselves.’ Medicalized views of disease were not invented by medical 
professionals working in isolation, but were shaped and reshaped through processes of 
knowledge co-production, circulation and popularization that involved various medical and 
non-medical agents and groups.”® 


The complex dynamics of the medicalization of deviance can be illustrated by focusing on 
the history of psychiatry, criminal anthropology and sexology. These overlapping fields of 
knowledge emerged together at the end of the nineteenth century and shared a fascination with 
the etiological question of whether deviant forms of behaviour were due to biological causes 
and could thus be explained as natural forms of disease. This somatic turn towards a disease 
framework in late nineteenth-century psychiatry is often associated with the work of German 
psychiatrist Emil Kraepelin, whose Psychiatrie (1883) introduced the major diagnostic 
categories of ‘dementia praecox’ and ‘depression’, which were understood as forms of 
physical disease.*? At the same time, sexologists and criminal anthropologists, many of whom 
were psychiatrists by training, investigated whether criminal and deviant sexual behaviours 
could equally be understood and classified as forms of physical disease with natural causes. 


In addition to the rise of the causal disease concept, the tendency to interpret a wide range of 
human behaviours from a strictly biological point of view was also facilitated by widespread 
nineteenth-century theories of degeneration.“2 It was suggested that degenerative illnesses were 
characterized by a steady decrease of mental functioning from one generation to the next. Such 
narratives of decline were frequently embedded in an evolutionary framework; degeneration 
was seen as an atavistic return to the primitive origins of human development. This explanation 
was employed to argue that a very wide range of abnormal behaviours was based on 
‘hereditary taint’. These behaviours were seen as an outcome of underlying constitutional 
conditions that had been inherited and could be passed on to the next generation. 


Italian psychiatrist Cesare Lombroso led the ae as of criminal anthropology by 
suggesting that crime was a degenerative disease.‘ In making this point, he built on 
deterministic phrenological and psychiatric arguments rehearsed earlier in the nineteenth 
century, which suggested that criminal behaviour was caused by abnormal properties of the 
brain and could have an hereditary basis. 22 In his book L’uomo delinquente (1876), translated 
into English as Criminal Man, Lombroso introduced the type of the ‘born criminal’, whose 
antisocial tendencies were grounded in his ‘physical and psychic organisation, which differs 
essentially from that of normal individuals’.*? The born criminal was seen as an individual 
suffering from ‘moral insanity’.*4 Following Lombroso, proponents of the school of criminal 
anthropology suggested that crime could best be understood by researching the biological 
causes and origins of such behaviours and by identifying, studying and measuring the criminal 


as type. 


Similarly, psychiatrists like Austro-German Richard von Krafft-Ebing or German Karl 
Westphal, who played a foundational role in shaping sexological investigations, examined 
whether sexual acts that were considered to be deviant (mainly because fey were non- 
procreative) could be understood and classified as forms of physical disease.“° Reflecting the 
broader psychiatric interest in neuropathology — the idea that mental disorders were situated in 
the nervous system and, particularly, the brain — these sexologists suggested that sexual 
abnormalities ae caused by underlying nervous disturbances that were inborn and linked to 
degeneration.2°2 A commonly rehearsed argument first developed by German jurist Karl 
Heinrich Ulrichs, for instance, was that same-sex desire was the cause of physical and 
psychological inversion: a male homosexual was born with a woman’s brain in a man’s 
body.22 As numerous historians of sexuality have argued, these deterministic approaches, 
which viewed sexual behaviours as symptomatic of innate biological and psychological 
characteristics, facilitated the emergence of sexual types, such as the homosexual.*2 The ‘born 
sexual deviant’ can thus be considered as a counterpart to the ‘born criminal’ .2 


This biologization of crime and sexual deviance as forms of degenerative disease placed 
questions of aetiology at the heart of modern understandings of criminal and sexual behaviour. 
Investigating the causes and origins of such behaviours was an important goal of criminal 
anthropology and sexology. Although biological factors were certainly seen as crucial, there 
were ongoing debates about environmental or social causes of deviance. Despite the emphasis 
on the born homosexual, for instance, sexologists continued to explore the role that 
environmental or social factors could play in causing same-sex behaviour. Possible factors 
ranged widely and included the climate, overexcitement, consumption of literature, seduction 
by an elder, or habits like masturbation. English sexologist Havelock Ellis and his co-author, 
classicist and Renaissance scholar John Addington Symonds, for instance, argued in Sexual 
Inversion (1896-7) that homosexuality was not ee inborn or congenital, but could also be 
acquired, even if they believed such cases to be rare.*2 Similarly, Lombroso took into account 
environmental factors (prison life, contact with other criminals, abuse of alcohol, distress) that 
could encourage criminal activity in individuals who had a weaker predisposition (so-called 
‘criminaloids’) or were not biologically predisposed towards crime at all (so-called ‘juridical 


criminals’).4! Thus, the medical framing of deviant behaviours did not necessarily exclude 
consideration of non-biological explanations. On the contrary, medicalization of deviance in 
the fields of sexology and criminal anthropology inspired vital debate about the etiological 
significance of both biological and environmental or social factors. The emergence of a 
medical framework within which deviance could be understood did not signal an exclusive or 
narrow focus on biological causes and origins. 


Sexologists and criminal anthropologists also questioned whether deviant behaviours were 
unchanging aspects of human life or whether they were dependent on shifting social values and 
judgements. Lombroso argued that ‘pederasty’ (used synonymously with homosexuality here) 
was a Crime in the modern world, but would not have been considered as such in ancient Rome 
and Greece.” Ellis and Symonds made the same argument in Sexual Inversion to demonstrate 
that same-sex desires between men were not criminalized, but rather ‘recognized and 
idealized’ in the ancient world. Similarly, Ellis rejected universal definitions of criminality 
in his 1880 study The Criminal (closely modelled on Lombroso’s Criminal Man), adopting a 
relativistic stance instead: ‘Criminality . . . consists in a failure to live up to the standard 
recognized as binding by the community.“ This indicates that an interest in the biological 
causes of deviant behaviours did not foreclose a consideration of the shifting social and 
cultural contexts in which such behaviours were understood and judged. 


The argument that criminal or sexual behaviours were inborn forms of disease was 
frequently used to call for a change in social values and attitudes towards such behaviours and 
the individuals who displayed them. The notion that the born criminal or sexual deviant was 
biologically predisposed raised fundamental questions about guilt and culpability. If the 
individual did not choose to engage in deviant behaviours, but was driven towards crime or 
sexual transgression by a congenital condition, should he or she be held responsible and 
punished? Reframing deviant behaviours as forms of disease evoked the sense of a condition 
over which a person had little or no control. Lombroso rejected the classical criminological 
approach introduced by late-eighteenth-century Italian jurist Cesare Beccaria, who had insisted 
that the criminal could determine his own destiny through reason and free will and should 
therefore be punished for his or her behaviour. Lombroso argued instead that the born 
criminal’s culpability was limited and that criminal anthropology had the ‘object of curing, 
instead of punishing’.© Similarly, many sexologists including Krafft-Ebing, Ellis and German 
physician Magnus Hirschfeld argued that born homosexuals should neither be blamed nor 


punished for their behaviours and that male homosexuality should be decriminalized.“® 


These calls for decriminalization were made in the name of humanistic and liberal ideals, 
but the medicalization of criminal and sexual behaviours can also be seen as a key example of 
the drive to expand medical authority and control over areas of life that were traditionally 
governed by church or law. According to Szasz, for instance, Krafft-Ebing ‘was not interested 
in liberating men and women... he was interested in supplanting the waning power of the 
church with the waxing power of medicine’.4’ This view is representative of other critical 
accounts of the rise of criminal anthropology and sexology that focus on the struggle to create 
‘ownership’ over territories of intervention, power and social prestige. At the end of the 


nineteenth century, the newly emerging fields of criminal anthropology and sexology did strive 
for authority and legitimacy and their challenge to existing legal protocols formed part of this 
process. Yet, claims articulated by sexologists and criminal anthropologists were often 
contested and refuted. “ As such, linear accounts of a straightforward rise of medical power 
that often underpin debates about medicalization need to be challenged. The fact that medical 
approaches did not simply replace legal or religious authority is illustrated by the fact that 
homosexuality was criminalized until 1967 in the UK and 1968—9 in Germany despite earlier 
efforts by sexologists like Ellis and Hirschfeld to challenge these laws, which had been newly 
instituted at the end of the nineteenth century.” 


It has also been argued that the overtly humanistic rhetoric of medicalization can easily 
obscure the fact that describing deviant behaviours as forms of disease is simply a form of 
stigmatization under a different name. Casting crime or sexual deviance as disease continues to 
stigmatize and, more specifically, pathologize specific actions and desires. Individuals who 
exhibit such behaviours continue to be seen as deviant because of their alleged sickness.” 
Moreover, the disease framework opens up the possibility of treatment, cure and therapy and 
such interventions have been debated widely with regard to both crime and homosexuality 
from the nineteenth century onwards.2! As such, a medical disease framework continues to 
carry moral weight and needs to be seen as a value judgement in its own right. It is also linked 
to the exertion of control since punishment under the law can easily be replaced by medical 
intervention. 


While important, these criticisms of medicalization often rely on unhelpful polarizing 
distinctions between medical and non-medical understandings of human behaviour and run the 
risk of reinforcing reductive views of medical knowledge. It is easy to overlook the fact that 
disease frameworks have served different purposes and have also been put to ends that might 
be considered liberal or affirmative by some. Antagonistic views of medicalization also fail to 
do justice to the fact that disease frameworks, and the relation between disorder and pathology, 
in particular, were critically debated even within fields that have often been seen as forceful 
drivers of medicalization. Sexologists like Ellis or Hirschfeld were medically trained and 
worked within a medical framework to make the case that homosexuality was inborn and 
therefore neither sinful nor criminal. However, they also argued against the idea that 
homosexuals required treatment or therapy. Krafft-Ebing and Sigmund Freud, too, rejected as 
unnecessary emerging treatments that promised to ‘cure’ individuals who experienced same- 
sex desires. 


Many sexologists also sought to distance themselves from the idea that homosexuality was 
always necessarily pathological or harmful. Ellis, for instance, compared homosexuality to the 
synesthetic sensation of ‘coloured-hearing in which there is not so much defect, as an 
abnormality of nervous tracks producing new and involuntary combinations’.°* Here, sexual 
deviance is seen as a form of disorder of the normal functioning of the organism and, thus, an 
abnormality. It is not, however, considered pathological since it is not harmful. In addition, 
sexologists turned to a range of evidence, including the case study and cross-cultural and 
cross-historical materials, to demonstrate that homosexuality could occur in _ healthy 


individuals.2° This demonstrates that there were on-going attempts by sexologists to challenge 
pathologizing definitions of disease and to think critically about the uses of medical disease 
frameworks. 


Finally, the medicalization of deviant behaviours that occurred at the end of the nineteenth 
century was not driven by medical professionals alone and must not be understood as a top- 
down process whereby medical classifications were imposed on ‘passive victims of a medical 
juggernaut’.24 As Harry Oosterhuis has convincingly argued, Krafft-Ebing’s work on sexuality 
was crucially shaped and influenced by his own patients and the individuals who contacted 
him unsolicited after reading his work. By publishing case studies, often at length and in the 
individual’s own voice, sexologists like Krafft-Ebing, Ellis and Hirschfeld, ‘did not simply 
encourage medical treatment, restraint, and repression, but also offered a space in which 
sexual desire could be articulated’ and in which medical understandings of sexual behaviours 
could be negotiated and shaped.2° The medicalization of deviant behaviours was strongly 
influenced by demands made on behalf of different agents, including medical professionals, 
patients and other stakeholders. Moreover, individuals like Edward Carpenter, Hirschfeld, 
Symonds and Ulrichs, who themselves identified as homosexual, often laid claim to scientific 
and medical authority, and fundamentally shaped the field of sexology.2° As such, it can be 
misleading to assume clear-cut distinctions between medical experts and the patients and 
subjects they studied, and it is important to acknowledge the different and often overlapping 
forms of expertize and credibility that constitute medical knowledge. 


The following section takes up these issues, but shifts focus to the second half of the 
twentieth century when newly emerging psychiatric disease categories were intensely debated. 
This historical moment has often been seen as the zenith of ‘medical imperialism’, but as has 
already been shown, medicalization is not a straightforward process of medical expansion or 
domination. It involves multiple driving forces, agendas, and voices and produces critical 
debate about questions of definition both within and outside the medical realm. In the second 
half of the twentieth century, this is particularly evident when considering the tensions and 
controversies around the application of psychiatric disease categories to forms of behaviour, 
including sexual behaviours, which could be viewed as deviant or had been considered as 
such in the past. 


Diagnostic psychiatry and the medicalization of deviance 


The 1980 publication of DSM-III, the third and much revised edition of the Diagnostic and 
Statistical Manual published by the American Psychiatric Association (APA), has widely 
been seen as a watershed moment in the history of Western psychiatry, indicating the return of a 
Kraepelian model of psychiatry. Kraepelin believed that mental illness could reliably be 
understood on the basis of observable symptoms and that these symptoms were caused by 
biological dysfunctions. Whereas Kraepelin had limited his diagnostic repertoire to two major 
disease categories, neo-Kraepelian psychiatry in the second half of the twentieth century 


produced an explosion of diagnostic categories, many of which were (and continue to be) used 
to label forms of deviant behaviour as specific kinds of disease. This is reflected in the 
proliferation of new and expanding disease categories with an increase from 106 disorders 
listed in the first DSM in 1952 to nearly 300 in DSM-IV in 1994. 


From a historical perspective, this growth in diagnostic categories has been linked to a shift 
away from a Freudian model of dynamic psychiatry that had gained popularity in the first half 
of the twentieth century, particularly in the United States.2’ Freud and his followers argued that 
deviant behaviours, including those that had been classified as symptoms of mental illness or 
degeneration by psychiatrists like Kraepelin, often lacked underlying biological causes and 
could not easily be classified as specific forms of disease. Focusing mainly on psychosocial 
causes, the Freudian school of dynamic psychiatry blurred the distinction between the mentally 
ill and healthy and insisted that neurotic tendencies affected large sections of society and were 
not limited to a few isolated cases found in hospitals, asylums or prisons. In so doing, dynamic 
psychiatry expanded enormously the range of problems that fell within the realm of psychiatric 
expertize, but did not consider these problems as specific forms of disease. When diagnostic 
psychiatry gained authority towards the end of the twentieth century, Horwitz argues, it 
‘reclassified as specific diseases the huge realm of behaviour that dynamic psychiatry had 
already successfully defined as pathological’.22 As a result, a very large number of 
heterogeneous human behaviours, experiences and emotions were classified as forms of 
disease with allegedly biological causes. 


These changes in psychiatric thinking have often been seen as the outcome of a struggle to 
legitimate psychiatry. Several studies have suggested that the APA’s shift towards a biomedical 
disease model in DSM-III served to defend psychiatry against the burgeoning anti-psychiatry 
movement of the 1960s and 1970s.22 According to this view, embracing the idea that mental 
illnesses could be understood on the basis of a medical disease model, in the same way as 
physical illnesses, served to establish the scientific credentials of the discipline. 


The expansion of psychiatric authority expressed in the proliferation of diagnostic 
categories has given rise to heightened controversy about whether diagnostic psychiatry can 
reliably differentiate between disease and deviance or whether it is at risk of biologizing and 
pathologizing forms of behaviour that are deemed undesirable or unacceptable because they 
offend social standards and values.” Critics of diagnostic psychiatry and of the DSM, in 
particular, have argued that many of the behaviours included in the manual are not indicators of 
discrete underlying diseases. They should rather be considered the result of personal distress, 
stressful social conditions or simply as forms of social deviance, which might be socially 
undesirable or offensive to some, but are not grounded in biological dysfunction. 


One area that has continued to inspire particular debate about the application and validity of 
disease frameworks in the second half of the twentieth century is the medicalization of 
allegedly deviant sexual behaviours. Arguments have centred on ‘the difficult conceptual 
distinction between deviant sexual desires that are mental disorders and those that are normal 
variations in sexual preference (even if they are eccentric, repugnant, or illegal if acted 


upon)’.°2 Critics have pointed out that it is ‘exceedingly difficult to eliminate historical and 
cultural factors from the assessment of unusual sexual interests’.®2 Moreover, there have been 
concerted political efforts on behalf of gay, lesbian, queer and feminist activist groups to 
challenge the medical framing of sexual behaviours on the grounds that the medicalization of 
sexuality reflects and reinforces social ideologies and hierarchies and is thus a form of social 


control. 


The psychiatric profession itself has responded to such challenges and has also been a 
driver of change in its own right. The APA, for instance, has continuously revised the 
terminology and conceptual framework used to classify deviant sexual behaviours or 
‘paraphilias’, a term that was introduced because it was seen as more neutral and less 
pejorative than alternatives like ‘sexual perversion’.“ Moreover, the sexual desires and acts 
that are included in the various editions of the DSM have shifted considerably over the past 
half-century. The most prominent example is homosexuality, which was formally removed from 
DSM-II in 1974. This was partly the outcome of political lobbying on behalf of gay activist 
groups, such as the Gay Liberation Front, which drew inspiration from the anti-psychiatry 
movement of the 1960s. Resistance to the idea that homosexuality should be classified as a 
psychiatric disorder also came from within the APA with gay psychiatrists resisting the 


pathologization of homosexuality. 


The publication of DSM-II is often seen as a revolutionary moment and the demedicalization 
of homosexuality is used as a primary example to demonstrate that allegedly deviant 
behaviours that have been classified as forms of disease can be removed from a medical 
framework and can be reclaimed as alternative ‘life-styles’ or ‘orientations’. However, this 
argument overlooks the many ways in which homosexuality has continued to be medicalized. 
DSM-IT removed the word ‘homosexuality’, but introduced the new category of ‘sexual 
orientation disturbance’, which applied only to those individuals who were unhappy with their 
homosexual desires and sought psychiatric help.°2 DSM-IV introduced the category of ‘gender 
identity disorder’ (GID), which, as psychologists and queer critics have argued, continued to 
medicalize gender-non-conforming behaviours that can be part of homosexual self- 
presentation, especially in children and young adults. In the 2010s, homosexuality has also 
been rebranded as a form of ‘addiction’ requiring treatment. This move serves to justify the 
continued use of ‘conversion’ or ‘reparative’ therapies — psychotherapeutic attempts to convert 
homosexual into heterosexual desires — which have largely been rejected as unethical by major 
medical organizations, including the APA. Homosexuality has thus continued to be understood 
within a psychiatric framework even after its removal from DSM-II. 


However, the continued medicalization of homosexuality in the second half of the twentieth 
century was not single-handedly driven by an allegedly reactionary psychiatric agenda, but 
involved processes of knowledge co-production and popularization. The AIDS epidemic, for 
example, has been linked to the re-medicalization and pathologization of male homosexuality, 
as the illness was, at least initially, framed as a ‘gay disease’.©? Yet, as Steven Epstein’s 
sociological study of AIDS activism has shown, the AIDS crisis also led activists, many of 
whom were members of the gay community, to intervene in and drive medical research.” 


These lay people gained expertize in the fields of virology, immunology and epidemiology, 
successfully claimed scientific credibility, challenged anti-gay assumptions underpinning some 
research agendas, and ultimately produced medical knowledge in critical dialogue and 
collaboration with medical experts, health-care providers, pharmaceutical and biotechnology 
companies, journalists and other agents. The AIDS crisis did result in the pathologization of 
male homosexuality and other forms of behaviour that were considered deviant, such as drug 
use or sex work. At the same time, diverse medical and non-medical experts participated in 
ensuing debates to negotiate critically the nature, causes and possible treatments of the disease 
and, in so doing, co-produced medical understandings of HIV/AIDS.2 


Homosexuality has also come to be re-medicalized through genetic research, which 
illustrates further the role that popular understandings of scientific and medical research play 
in processes of medicalization.4 From the early 1990s onwards, researchers have attempted to 
locate a genetic marker for homosexuality.“ While these studies have been met with 
considerable scepticism, the notion of the ‘gay gene’ was and continues to be disseminated 
widely across popular culture. It has given rise to contradictory responses, which echo late- 
nineteenth-century debates about the medicalization of homosexuality. On the one hand, the 
possibility of genetic causation has been met with fears that homosexuals would be stigmatized 
and pathologized, leading the British press to caution against the possibility of genetic testing 
being used to abort selectively embryos with a genetic predisposition for homosexuality.“ On 
the other hand, the promise of genetic proof of the inborn nature of homosexuality has been 
embraced by some gay and lesbian activists and their allies. Such groups reject the implication 
that biological difference equals pathology or dysfunction, but maintain that the ‘gay gene’ 
affirms an inborn sexual identity. They use genetic arguments to naturalize and defend 
homosexuality on the basis that sexual orientation is not a matter of choice or personal 
responsibility and should not be subject to therapeutic intervention. In this sense, there is a 
considerable demand for specific aspects of the medical disease framework on behalf of some 
members of the gay and lesbian community who negotiate and employ medical knowledge to 
serve personal and political purposes. Overall, the recent history of homosexuality shows that 
the removal of homosexuality from the DSM did not mark a watershed moment of 
demedicalization. Homosexual behaviour has continued to be medicalized and there are on- 
going debates about the potential biological causes of homosexuality among different groups 
and stakeholders. 


The medicalization of other forms of deviant sexual behaviour also continues to inspire 
debate. In contrast to homosexuality, widely diverse sexual behaviours such as paedophilia, 
exhibitionism, voyeurism, sadism, masochism, or fetishism are still included in the DSM as 
paraphilias. DSM-5 (2013) sought to confront some of the criticisms aimed at previous 
editions by introducing new terminology to increase diagnostic validity. It differentiates 
between paraphilias, which are to be seen as non-disordered sexual variations, and paraphilic 
disorders, which cause distress and harm to non-consenting victims.2 This decision has been 
welcomed on the grounds that a large number of sexual behaviours, such as BDSM or kink, are 
no longer classified as mental disorders. 


At the same time, the new terminology employed in DSM-5 has also been exposed as 
conceptually weak and there are persistent doubts about the validity of diagnostic 
classification. It is not clear, for instance, how the criterion of harmfulness can be used to 
distinguish reliably between disease and socially or legally defined deviance. First, the 
distress caused by sexual acts or desires cannot be separated from the social context and value 
system within which these acts or desires are experienced. Second, as Wakefield has argued, 
the concern about harm done to non-consenting victims should be a matter of criminal law 
rather than psychiatric diagnosis“ Physician Charles Moser and psychologist Peggy 
Kleinplatz make a similar point and suggest that demedicalizing illegal sexual behaviours like 
paedophilia by removing them from the DSM ‘would focus attention on the criminal aspects of 
these acts, and not allow the perpetrators to claim mental illness as a defense or use it to 
mitigate responsibility for their crimes’. This call effectively reverses the arguments made by 
late nineteenth-century criminal anthropologists in that it differentiates between criminal 
deviance and mental illness to increase the individual’s personal responsibility. 


Conclusion 


The medicalization of deviance continues to raise challenging questions about diagnostic 
validity and objectivity. The way in which allegedly deviant forms of behaviour, including 
sexual and criminal behaviours, have been linked to biopathological causes and framed in 
terms of disease draws attention to the social values that inevitably shape medical knowledge. 
The extension of medical authority over realms of human behaviour that have not always been 
considered as medical problems also calls into question the scope of medical jurisdiction. As 
such, the medicalization of deviance opens up important critical perspectives on medical 
knowledge. At the same time, it is crucial to acknowledge that medicalization needs to be 
understood as a complex process that is driven and influenced by different medical and non- 
medical experts and interest groups. Medical disease frameworks have been negotiated and 
used differently by various stakeholders and have served a number of purposes that go beyond 
the pathologization and stigmatization of deviant behaviour. 


As this chapter has begun to show, the relation between deviance and disease has been 
debated widely across disciplines and fields and it is through cross-disciplinary and inter- 
disciplinary exchange that the complexities of medicalization can best be understood. Social 
histories of medicine, for instance, need to continue to turn to cultural history and literary 
studies to examine how understandings of deviance and disease were articulated, circulated 
and negotiated across different genres and audiences. Sociologists have developed useful 
methodological approaches to conceptualize and map processes of knowledge co-production 
that allow scholars to move beyond flawed views of medicalization as driven by medical 
experts alone. Critical race, disability, feminist and queer studies offer crucial tools to 
illuminate how social ideologies and hierarchies shape medical knowledge and raise 
awareness of the political struggles at stake in framing deviance as disease. Finally, nuanced 
accounts of the medicalization of deviance need to avoid antagonistic views of medicine and 


acknowledge that medical models of disease, and the ways in which these are applied to 
deviant forms of behaviour, have been considered carefully and critically by both medical and 
non-medical agents and groups. It is by integrating different disciplinary perspectives that 
scholars can achieve a fuller understanding of the cultural, medical, political and social factors 
that have shaped the relation between deviance and disease in the past and present. 
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PANDEMICS 


Mark Harrison 


The last few decades have seen numerous scares over the spread of disease — not only 
‘classic’ pandemic diseases such as influenza but many previously unknown ones such as 
MERS (Middle Eastern Respiratory Syndrome), SARS (Severe Acute Respiratory Syndrome) 
and Ebola. Respected figures in public health have warned that we are entering a new ‘Age of 
Pandemics’ in which globalization, environmental degradation and climate change will 
combine to produce a maelstrom of infection! But while there is widespread agreement about 
the potential for pandemics to develop in our globalized world, the response to these threats 
has been far from consistent. In some cases, it has been tardy; in others, heavy-handed. The 
competitive pressures generated by globalization have even induced some states to turn 
pandemics to their advantage, using them to justify measures that evade international law or 
compromise civil liberties.2 Pandemics have thus become powerful tools in national and 
international politics, susceptible to being manipulated for political, economic and 
professional gain. 


In these respects, our present ‘Age of Pandemics’ bears some resemblance to earlier times. 
The most obvious analogy is with the nineteenth century, when diseases such as cholera and 
plague began to circulate rapidly in a world newly connected by railways and steam- 
navigation. Imperial powers initially responded to this threat by trying to contain these 
infections, creating a sanitary barrier against places and peoples deemed generative of disease. 
The situation today is rather different. Certain regions such as tropical Africa retain their 
stigma but it is evident that pandemics may arise anywhere. The recent ‘pandemic’ of H1N1 
‘Swine Flu’ had its origins in North America, while BSE (Bovine Spongiform 
Encephalopathy) and its human equivalent, variant CJD (Creutzfeldt-Jakob Disease) originated 
in the United Kingdom. Another crucial difference from the imperial era lies in our attitudes to 
infectious disease. From the late nineteenth century, confidence in the ability of governments to 
combat infectious diseases mounted and, by the middle of the twentieth century, it seemed that 
they might even be eradicated. But with the exception of a handful of diseases such as polio or 
leprosy, such ambitions are now more rhetorical than real. Rather, pandemic diseases tend to 
be conceived of as risks to be mitigated, accepting the near impossibility of their elimination. 


Risks are relative truths, which are, in turn, responses to uncertainty. They are products of 
knowledge and cannot be overcome by greater knowledge. In a public health context, the 
implication is that we cannot fully control the factors that contribute to disease. Risk analyses 
aim to determine the probability of diseases occurring in certain circumstances and their likely 


impact if risks are not mitigated. They differ from earlier attempts to describe disease 
Statistically because their intention is to anticipate or, in effect, to manufacture future 
catastrophes.? These imagined events can acquire a life of their own, generating research, 
policy and commercial opportunities. But the influence of risk upon public health — and of the 
uncertainties it is supposed to reduce — is poorly understood. In this chapter, I shall examine 
the culture of risk in relation to what are rather loosely termed ‘pandemics’, as well as the idea 
of security with which both are intertwined. 


Pandemics in a world before risk 


Until the last century, the present usage of the term ‘pandemic’ was rare. Although the word has 
an ancient lineage, it was generally used to refer to social mores, particularly so-called vulgar 
forms of love (‘pandemic love’). Nor, on the rare occasions when it did pertain to disease, did 
the term ‘pandemic’ refer only to maladies considered contagious, as it does now. Such was 
the case with yellow fever in the eighteenth century. Although some people did regard this 
malady as contagious, most insisted that it resulted from accelerated putrefaction in hot 
climates.‘ In this sense, usage of the term pandemic followed those ancient authors who 
ascribed such outbreaks to excesses of heat or humidity.2 As yellow fever was confined largely 
to West Africa and the Caribbean, it could easily be considered a climatic disease. But yellow 
fever was known occasionally to move out of its normal abodes, doing so spectacularly in the 
1790s, when outbreaks in the Caribbean were followed by epidemics along the Eastern 
seaboard of North America.® By 1800, the disease had also reached the Mediterranean shores 
of Europe, probably for the first time. 7 In view of this expansion, more people came to regard 
yellow fever as a contagious disease. But it was an opinion that remained controversial and the 
term ‘pandemic’ was still seldom applied. 


Although many contemporaries viewed these outbreaks as random events, the 1790s marked 
the beginning of a great epidemiological upheaval — the most important since the sixteenth 
century. The coming decades saw the transformation of cholera into an epidemic disease and 
the resurgence of many others, including plague and animal diseases such as rinderpest.® All 
circulated the globe with a rapidity that was previously unimaginable. But unlike earlier 
periods of turmoil — the First Plague Pandemic of the sixth to eighth centuries,? the Black Death 
of the fourteenth century,/2 and the Columbian Exchange of the sixteenth century"! — there is no 
label that one can readily attach to the collective horrors of the 1800s. Indeed, the 
epidemiological significance of the nineteenth century has been generally overlooked.* One 
reason for this is that the impact of epidemic disease was generally less catastrophic in 
demographic terms. Whereas the Black Death removed between a third and a half of the 
population of Europe in the fourteenth century, no country experienced such a drastic decline in 
the nineteenth. Mortality could often be high but it tended to be localized and of little long-term 
consequence compared with endemic diseases such as malaria./’ Historians of this period 
have also tended to concentrate on single epidemics or countries, their interest being chiefly to 


analyse social tensions which surfaced at periods of crisis.44 While some scholars have 
considered infectious diseases on a larger canvas, we still have little sense of the 


relationships between the century’s numerous pulses of pandemic and panzootic disease. 


The Victorian ‘Age of Pandemics’ was unprecedented in that it was the first to affect all 
inhabited continents. Similarly, diseases did not spread in any particular direction, as they had 
done in the past. Previously, plague had travelled predominantly from East to West, while most 
other diseases spread from the Old World to the New -— syphilis being the sole, probable 
exception. In the 1800s, however, plant and animal diseases originated in the Americas as well 
as in Europe and Asia. New diseases — like cholera — appeared and spread simultaneously in 
many directions. Many contemporaries also believed that there was a close relationship 
between these disparate events: some attributing them to divine intervention, others to new and 
expanding networks of trade. Despite growing awareness of the scale of this epidemiological 
upheaval, the term ‘pandemic’ was rarely used during the 1800s and the term ‘panzootic’ was 
wholly unknown. Nor, on the rare occasions when a ‘pandemic’ was referred to, did it imply 
that the disease was contagious. In the 1860s, for instance, the British Army doctor Robert 
Lawson used historical data to show the influence of what he termed ‘pandemic waves’ — 
mysterious geomagnetic forces which were said to account for global fluctuations in a range of 
epidemic diseases. According to this theory, the wave would interact with local conditions — 
social, hygienic and meteorological — to produce a variety of ailments.1® 


This theory attracted attention for a while but its adherents had largely disappeared by the 
1870s.’ By that time, the waterborne theory of cholera had taken root and the notion of 
pandemic waves seemed, to many, to be wilfully obscure. However, the wave theory was a 
product of several decades in which medical statistics had been collected in numerous 
locations around the world. Colonial, military and maritime practitioners played an important 
part in this and were a major force in the new science of epidemiology; a discipline that 
enabled disease outbreaks to be understood statistically, and their course to be plotted and 
depicted graphically. As Robert Peckham points out in this volume, this endeavour was often 
frustrated by microbial movements that appeared random and inexplicable. Nevertheless, 
epidemiological studies allowed the scale, and to some extent the movement, of pandemics to 
be comprehended by both the medical profession and the lay public. British newspapers such 
as The Times reported the annual lectures of the presidents of the Epidemiological Society of 
London, for example.1® Yet some people — including medical professionals — continued to 
regard cholera, plague and yellow fever as purely local phenomena: as products of particular 
places or climates. In this respect, there was a close analogy between war and epidemics. Both 
were viewed as likely to emanate from places (‘seats’) which were inherently unstable or 
dangerous./2 For commercial and geopolitical reasons, the British were more inclined towards 
this localized view of disease. At the other end of the spectrum were the French, who tended to 
stress the communicability of diseases such as cholera — and the need for quarantine — partly in 
order to disrupt British interests.22 


By the early 1900s, there was more agreement about the role of human transmission in 
cholera and yellow fever — diseases which had preoccupied the imperial powers. This became 


possible, in part, because of the identification of the bacterium causing cholera in 1884 and 
confirmation of the mosquito vector theory of yellow fever in 1900. Although there was still 
some dispute about both diseases, there was Me eas agreement on the need to regulate the 
movement of human carriers and animal vectors.*! Emerging states, such as Meiji Japan, strove 
to implement quarantine systems of their own, while ee and yellow fever sometimes 
provided a pretext for intervention by imperial powers.22 Some of these initiatives disrupted 
commercial and other forms of traffic but increasingly accurate epidemiological data (the 
result of more reliable and timely reporting) enabled preventative measures to be targeted 
more precisely. Inspection of suspect cases and fumigation of ships began to replace 
quarantine, thereby reducing damage to trade. Economic si likewise encouraged 
many states to seek the standardization of protective measures.~? This culminated in binding 
international regulations and the foundation of the first international health organizations at the 
beginning of the twentieth century.“ 


Improvements in international arrangements were accompanied or, more precisely, enabled 
by sanitary reforms. Many attributed the diminished frequency of epidemics in Western nations 
not to quarantine but to environmental improvements. Having plagued many nations in the 
middle years of the century, cholera was ee) confined to poorer parts of the world, 
which possessed little or no sanitary infrastructure.22 It was much the same with yellow fever. 
Following the terrible epidemic in the USA in 1878 (the worst in the nation’s history), there 
was a concerted effort to improve the sanitary state of port cities and to centralize control 
measures. Outbreaks became less severe and more easily contained.2° Yellow fever thus came 
to be seen as a disease of less developed nations, many of which accepted the assistance of 
new philanthropic bodies such as the Rockefeller Foundation. 


The decreasing threat from cholera and yellow fever meant that these diseases played 
relatively little part in the genesis of the modern concept of the pandemic. That dubious honour 
goes to two other infections. The first of these was the so-called Russian Flu of 1889-91 — a 
disease which claimed victims from all social classes. In this sense, it was very different from 
cholera, which affected the lower orders predominantly. Its dissemination was also harder to 
predict, unlike cholera and Pal fever, which normally followed established pathways of 
commerce and pilgrimage.“ The second of these diseases was plague. Spreading from 
southern China in the 1890s, the re-emergence of this ancient malady — long confined to 
endemic areas in China and the Middle East — shocked many because of its associations with 
the medieval past.*2 Ironically, plague had been released from its Asian captivity by the forces 
of modernity; by new trade routes (especially those established by the British) and new 
technologies such as the steamship and the railway. The pandemic was experienced primarily 
within the world’s great sea-ports, the major exceptions being India and Manchuria, where the 
disease caused enormous mortality and disturbance inland. In the latter cases, its movement 
was Closely associated with transportation by rail.22 


More than ever before, the rampages of disease were discussed in popular media, which 
meant that fin de siécle pandemics were very much social phenomena — the products of an 
increasingly global public sphere. For much of the nineteenth century, the literate elites of 


Europe and the Americas had read about the spread of disease but some time had generally 
elapsed between disease outbreaks and reports in newspapers, especially those far distant 
from events. Pandemics were experienced as disjointed outbreaks and information about them 
was not always widely or systematically disseminated. One reason for this was that the vast 
majority of people continued to receive information about epidemics by word of mouth, often 
in the form of rumour. This was still largely true at the end of the century but information was 
becoming easier to obtain. Many countries — including some of the European colonies — had 
seen a rise in literacy due to initiatives in elementary education and there was a corresponding 
increase in popular news media. Access to newspapers was no longer confined to the elite. 
Many of the publications aimed at the masses contained regular reports on outbreaks of disease 
and the apparent course taken by what were increasingly termed ‘pandemics’. These reports 
were sometimes accompanied by photographs depicting the peoples and places affected by 
plague and the often drastic measures used to contain it, such as mass quarantine and 
destruction of property. This probably heightened the sense of dread that many readers would 
have felt but also enabled an idea of the pandemic to crystallize in the public imagination. 
Pandemics thus became more definite entities, with presumed points of origin, sequential 
development and termination. But as well as existing in particular locations, pandemics 
inhabited a new kind of space: a relational space or space of flows constituted by new 
technologies of communication and transportation.2! 


The increasing immediacy of news coverage was enabled by the expansion of the electrical 
telegraph. Telegraphic intelligence was also invaluable for port-health officials and others 
who were charged with monitoring the spread of disease and taking pre-emptive action. But 
the media rarely subjected reports of disease to critical scrutiny. Information normally came in 
bite-sized chunks, with little or no analysis. Thus, for the general public, the principal effect of 
telegraphic reporting was to convey a sense of rapid movement and imminent threat. The result 
was often panic and, more insidiously, a generalized anxiety which may have been a 
precondition for the culture of risk which would emerge over the coming century.22 It may, at 
any rate, help to explain the large spike in the modern usage of the term ‘pandemic’, a word 
which conveyed the magnitude of global catastrophes — real and imagined. Database tools such 
as Google Books Ngrams Viewer, The Times Digital Archive, 1785-2009 and ProQuest’s The 
Times of India Online (1861—) reveal very few references to ‘pandemics’ before the mid- 
nineteenth century. Usage of the term rose at the end of the century subsequent to the Russian 
influenza and plague but it was not until a much more deadly pandemic occurred in the form of 
the 1918-19 influenza that the term became commonplace, even in medical circles.*? It was in 
the aftermath of this cataclysmic event (which claimed around 50 million lives) that 
virologists, epidemiologists and others began to digest mortality data and detect patterns which 
some turned into models. The idea that pandemics (at any rate, those of influenza) followed 
predictable courses took hold and became an important element of pandemic prevention and 
disaster planning.4 


Security and uncertainty 


Later in this chapter, I will show how the concept of the pandemic became steadily more 
important in national and international public health. Before that, we need to consider the 
history of two other concepts with which it would become entangled — security and risk. Let us 
begin with the former. According to some scholars (chiefly in the field of international 
relations) security is a foundational and enduring principle in public health. But the principle 
of security is more elusive than one might expect, for there is little agreement about what it 
actually means. For some, security amounts to no more than the protection of nation states and 
their citizens from clearly identifiable enemies — external and internal. At the other extreme, 
there are rather vague formulations of ‘human’ and ‘global’ security, which refer to protection 
from what might be termed ‘global risks’ such as climate change. Security is also recognized 
by some political theorists as having a subjective or inter-subjective element and is therefore 
conceived differently in different states as well as over time, as is the balance between 
considerations of security and those of liberty.2° For these reasons it is difficult to identify a 
principle of security operating persistently and unambiguously in the field of public health. 
Health security has several dimensions, too. Firstly, there is ‘biosecurity’ within state borders. 
This attempts to neutralize the hazards that may arise from activities such as farming, food 
processing and retailing, as well as those arising from the environment more generally.2/ 
Secondly, there is security at the border: the sanitary policing of immigration, trade and so 
forth. Thirdly, there is the principle of intervention in other states in order to protect the health 
or interests of the intervening nation. While the first two notions of security have been evident 
in varying forms for centuries, the latter is a more recent idea and distinguishes some recent 
attempts at pandemic prevention from earlier ones. 


But security, however one chooses to define it, is rarely the sole determinant of public 
health. From its origins in the Renaissance, public health has been animated to varying degrees 
by the idea of the ‘common good’ and continues to embody notions of social justice and 
collective responsibility.22 Even when it comes to secular action designed to defend the 
integrity and stability of nation states, the modern principle of security fails to encompass the 
numerous ways in which public health has been used in statecraft. Arrangements made for 
quarantine, for example, were intended not merely to keep disease at bay but for social control. 
Sanitary arrangements also came to figure strongly in diplomacy and one of the most important 
factors governing the use of quarantine over the last three or four centuries has been the need to 
meet the expectations of foreign governments — not considerations of domestic security.” 
Sanitary measures have also evolved from an exclusive focus on nation states to the policing of 
international networks — a process in which global and regional bodies have assumed 


increasing importance.” 


If security cannot be regarded as a transcendent principle in public health, what of that other 
characteristic feature of contemporary pandemic prevention — risk? Again, there are substantial 
differences between modern attitudes and those of barely a century ago. What we would now 
refer to as ‘risk assessments’ did play some part in determining the safety of medical 
procedures or in actuarial work, but they did not feature prominently in other areas of public 
health. The dangers presented by pandemic or epidemic disease were referred to in less 


precise terms; for example, as ‘threats’, ‘dangers’ or ‘menaces’.*! After World War I, risk 
analysis became more common as a result of publications like Frank H. Knight’s Risk, 
Uncertainty and Profit (1921). Knight argued that uncertainty could never be eradicated from 
any walk of life but that it could be reduced, in so far as this was compatible with other 
political objectives. By the middle of the twentieth century, the idea that uncertainty could be 
managed through the calculation of probabilities became widespread and integral to some 
aspects of medicine, for example in determining the safety of new drugs or inoculations like 
BCG against tuberculosis.“? But it was not yet implicated in the evolving notion of the 
pandemic, even though the management of uncertainty was becoming a feature of international 
health. 


There are intimations of this in the work of bodies such as the League of Nations (founded in 
1919), whose Health Organization gathered epidemiological intelligence and orchestrated 
action to prevent pandemics. Pandemic prevention was the principal objective of the League’s 
Health Organization and also the chief reason for its refugee relief activities in Eastern Europe 
and the Balkans/Middle East after the end of World War I.“ One can discern in the work of the 
League and its partners an attempt to anticipate the catastrophe of ‘pandemic’ disease and to do 
so with an alliance of actors — state and non-state — which is familiar to us today. The 
international sanitary conferences of the preceding decades resulted in the standardization of 
national sanitary laws and established offices that collected epidemiological data. The 
League’s Health Organization augmented these initiatives but its anti-epidemic activities were 
different because they were cooperative interventions, often conducted in association with 
voluntary bodies such as the Red Cross and Save the Children.” Although they were designed 
to serve humanitarian ends, the main purpose of these interventions was to protect the interests 
of member states. In both senses they may be considered an important precursor to recent 
ventures in the name of ‘global health’. But while conditions in some countries were said to 
pose a threat to other nations, the language of risk was rarely used. Some distance therefore 
separates assessments of pandemic threats over the last few decades and those of earlier times. 


Remaking pandemics as risk phenomena 


The relationship between pandemics, security and risk became more explicit during World War 
II, with the development of what came to be known as ‘medical intelligence’. When the US 
Army prepared to enter the war, a Medical Intelligence section was created within the Office 
of the Surgeon General of the US Army and such intelligence became an integral part of 
operational planning.“© Similar arrangements were made in the armies of other combatant 
nations. Although the main concern of such investigations was the potential impact of local 
diseases on military populations, the military and civil authorities were also concerned about 
the potential for wartime and post-war conditions to bring about a major pandemic, as in 
1918-19. In Germany, Japan and other occupied territories, as well as in newly liberated 
countries like Korea, information about disease was collected systematically in detailed 
reports. The intelligence and medical communities began to work more closely together and 


their reports considered the risk factors existing in different locations with a view to 
determining and mitigating the threats posed by disease to Allied troops and social stability.4/ 
These concerns reflected the need to maintain order in the ideological (and sometimes literal) 
front-line between communism and capitalism. 


Pandemic disease threatened homeland security, too. Even before the war had ended, the 
USA had begun to consider the implications of another pandemic on the scale of 1918-19. To 
assist this process, the US Army established a Commission on Influenza in 1941, while work 
began on the development of a vaccine. The Commission survived the war and, in 1957, it 
attempted a risk assessment to determine the likelihood of an influenza pandemic emerging 
from the Far East. A similar enterprise was conducted in 1968 but had no discernible impact 
on policy. At this time, such assessments were rare in the epidemiology of epidemic diseases, 
although they were already familiar in the epidemiology of chronic diseases, where the notion 
of the ‘risk factor’ was generally accepted.“® As far as influenza was concerned, the 
epidemiological data suggested that influenza A virus pandemics occurred on average every 
10-11 years and the assumption that this would be repeated led to an unprecedented 
mobilization of resources following an outbreak of H1N1 at Fort Dix, New Jersey, in 1976. 
This outbreak spurred a rapid risk assessment and a decision was made to purchase large 
quantities of influenza vaccine. A national vaccination programme was implemented 
(championed by President Ford) and 40 million people were immunized before the US public 
health authorities were forced to acknowledge that the predicted pandemic had failed to 
materialize. The Ford administration was heavily criticized for this decision, which, apart 
from wasting resources, produced serious side-effects (such as Guillain-Barré Syndrome) in 
some of those vaccinated.” 


Unsurprisingly, these events were not followed by a rash of similar examples. But risk 
analysis began to figure more prominently in pandemic control after the emergence of 
HIV/AIDS in the early 1980s. As Allan Brandt has argued, AIDS produced important changes 
in what was formerly termed international health, giving birth to a new field — global health. 
According to Brandt, this was distinguished by a union between clinical and preventive 
medicine and a greater emphasis on human rights.22 But while this slow-burning pandemic 
brought a new sense of global solidarity in matters of health, risk was becoming more 
prominent in the analysis of infectious disease, with the emergence of new concepts such as 
‘risk groups’ and ‘risk behaviour’ in relation to HIV. In Western countries, this sometimes 
translated into coercive action but generally found expression in public health campaigns 
based on education and self-regulation.2! In the latter sense, the response to AIDS was in 
accord with what some branded the ‘New Public Health’.22 However, risk assessments also 
formed the basis of a new vision of international health, in which risk was more closely 
aligned with national security agendas. 


Pandemics had long been regarded as threats to the stability and wealth of states but for 
some years they had not featured prominently as a security concern. The advocates of 
‘securitization’ now sought to extricate public health from the liberal, internationalist paradigm 
that they believed to have been dominant since the foundation of the WHO in 1948." This shift 


in thinking can been seen in the US National Intelligence Council briefing of 2001, which listed 
HIV/AIDS and other diseases as direct threats to the interests of US ee especially in 
countries in which the US had important economic and strategic interests.* But there was 
nothing uniquely American about this new doctrine, for it originated in the work of the British 
intelligence services. Nor was it simply a consequence of AIDS. Although AIDS was by far 
and away the most serious medical threat to the stability of countries in sub-Saharan Africa, it 
was one among many diseases which were appearing or reappearing as significant threats to 
humanity. Publication databases show a massive increase in references to ‘pandemics’ at this 
time. Paramount in most people’s minds was the heightened risk posed by globalization and the 
advent of cheap mass air travel. Closely allied to these fears was climate change, which 
allowed many pathogens and vectors to expand their range. Following the fall of the Soviet 
Union, there were also concerns that that nation’s expertize or its stockpile of biological 
weapons would fall into the hands of terrorists or states that were likely to use them. 


These complex and interrelated threats were increasingly described in the language of risk, 
which reflected growing uncertainty about science as well as the future of the planet. Ever 
since fatalistic attitudes to disease began to give way to a belief in the capacity of human 
intervention, many had speculated about its mastery. By the middle of the twentieth century 
these dreams seemed to be becoming reality, as a battery of new inoculations eradicated 
diseases from the developed world and then, in the case of smallpox, from the world as a 
whole. This coincided with the advent of many powerful se oes and new insecticides like 
DDT, capable of killing the vectors of diseases such as malaria.22 The prospect of victory over 
many infectious diseases seemed imminent. But soon after the creation 2 the first antibiotics, 
drug-resistance began to be noted and continued to spread thereafter.2° The destruction of 
disease vectors with DDT also proved more difficult than expected because of insecticide 
resistance - heavy expenditure. At the same time, many began to criticize its harmful effects 
on wildlife.22 Concern was expressed over antibiotic residues in food and diseases 
arising from over-medication.22 The confidence that many had previously placed in science 
was evidently evaporating, even before AIDS demonstrated the remarkable persistence and 
vitality of humanity’s microbial foes. 


Probability rather than certainty reflected the new and potentially frightening possibilities of 
a world in which science no longer ruled the roost. New concepts such as ‘emerging’ and 
‘reemerging’ infections encapsulated these fearful possibilities and subtly encoded many 
assumptions about the risks aie to the developed world by marginal populations and 
failed or poorly developed states.22 Films such as Outbreak (1995) and best-selling books 
such as Richard Preston’s Hot Zone (1994) reflected and contributed to public disquiet. In 
these and similar works, pandemic disease came to express other concerns, among them 
climate change, environmental degradation and globalization — not to mention terrorism.” But 
these disparate anxieties became so entangled as to become indistinguishable and with this 
entanglement came a narrowing of focus. Thorny and complex problems of poverty and climate 
change were compressed or sidelined and pandemics came to be seen primarily as problems 
of circulation, amenable to control by technological intervention at key strategic points. 


This was the essence of most of the calls for surveillance and health ‘securitization’ in the 
1990s and 2000s. Superficially, these demands resembled the impulses of Victorian times, 
when imperial powers attempted to create a sanitary buffer between themselves and localities 
they regarded as pathogenic. But the analogy between the globalized world and the Victorian 
era fails to capture the complexity of our times. Power is more widely dispersed today than it 
was in the nineteenth or early twentieth centuries and the precautionary attitudes exhibited by 
the USA or European countries may now be found equally in China, Indonesia or Singapore — 
perhaps more so. The movement of pandemic disease is also less predictable than at the height 
of the imperial era, when it moved from country to country, predominantly by railway or ship. 
While the distribution of disease by air can easily be modelled, the multiplicity of possible 
transmission routes and the difficulties of detection are infinitely greater. 


Pandemics and globalization 


If contemporary pandemic control is different from old style sanitary imperialism, what can we 
say about it? The obvious place to start is with the SARS pandemic of 2003, which set the 
agenda for pandemic control in the coming decade. Although it killed relatively few people by 
contrast with most other pandemic diseases (8,422 recorded cases and 916 deaths), the 
uncertainty surrounding SARS caused great alarm and threatened for a time to destabilize the 
global economy. Coming in the wake of the terrorist attacks of September 2001, the response to 
SARS was infused with the rhetoric of the War on Terror. Nations that failed to observe the 
new protocols of ‘germ governance’ (the requirement of governments to determine and mitigate 
risks) were seen as little better than the ‘pariah states’ which sponsored terrorism. There was 
a sense that the world had become a more dangerous place, in which nations would struggle to 
protect their sovereignty and their borders. 


The response to SARS invariably took the form of quarantine and isolation; violation of 
which, in some countries, was severely punished. While there was general acceptance that 
strict measures were desirable, some governments were criticized for unnecessary harshness. 
In Taipei, for example, the city’s homeless population was rounded up because of fears they 
were likely to spread the disease. There, and in several other countries, healthy people were 
placed in quarantine alongside the infected.“ These reactions were driven by fear — not simply 
fear of infection or social disorder but of a failure to meet international expectations: states 
which appeared weak or negligent faced censure and the loss of business and investment.® 
Governments and commentators took stock of the potential losses from a more severe 
pandemic and began to issue dire warnings about imagined future catastrophes. Most continued 


to emphasize the need for ‘early intervention and risk assessment’ © 


The new mood was encapsulated in the World Health Organization’s International Health 
Regulations (IHR), formulated in 2005, coming into force in 2007. The IHR require WHO’s 
194 member countries to notify the WHO of any public health emergency that may constitute a 
matter of international concern. States also have an obligation to maintain health surveillance 


at their borders. Having received information from member states, the WHO decides whether 
or not to declare an international public health emergency. The main aim of these regulations 
is to control, but not disrupt, the global flow of people, animals and commodities. Pandemic 
protection is thus in one sense extra-territorial but national systems of surveillance, 
particularly quarantine and screening at airports, are also vital to the functioning of the global 
network which has been assembled to govern the circulation of people and commodities. 


This ordering of public health conceives of disease primarily as a problem of mobility 
within a global system. As the sociologist Sven Orpitz has argued, it is a ‘thoroughly post- 
humanist affair’, in which the social person reverts to an organic entity — like plants or cattle — 
to be screened for infection.’ Pandemics, similarly, have been extricated from the social, 
industrial and environmental contexts in which they arise. One beneficial aspect of this ‘de- 
socialization’ is that disease controls should, in theory, be free from racial or other forms of 
prejudice. In practice, this is not always the case. The recent Ebola epidemics produced 
several instances of disengagement from African countries (for example, by airlines), 
discouragement of travel from West Africa, and in the North Korean case, a complete ban on 
non-business or diplomatic travel.®? Nor have the IHR — which are advisory rather than legally 
binding — been able to prevent serious economic disruption. During the H1N1 ‘pandemic’ in 
2009, for example, many countries imposed a ban on pork from North America despite a 
declaration from the WHO that such produce was safe. This prompted allegations of sanitary 
protectionism — a refrain that has become increasingly familiar since the dismantling of formal 
tariff barriers and the creation of the World Trade Organization in 1995.2 


The WHO’s declaration of a pandemic in 2009 revealed the term’s remarkable elasticity. 
Although the WHO lacked a precise definition of what a pandemic was, it had formulated what 
it later referred to as a ‘definition-description’, the essential features of which were that the 
term should be applied only to infectious diseases that had spread over two or more continents. 
In 2009, however, one of the previous criteria was omitted. A ‘pandemic’ disease no longer 
needed to be ‘especially destructive of human life’ in order to merit that description — this 
proved to be the case with Swine Flu. After it became apparent that H1N1 was no deadlier 
than ordinary ‘seasonal’ influenza, the credibility of the WHO and national public health 
agencies (which often made exaggerated predictions of mortality) was called into question. 
There were concerns, too, over links between WHO advisors and pharmaceutical industries, 


and widespread criticism of a response that many regarded as disproportionately aggressive. 
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The 2009 Swine Flu ‘pandemic’ illustrates not only the plasticity but also the potency of the 
term. As Charles Rosenberg once observed, the simple act of naming an ‘epidemic’ elicits 
primordial fears of death and chaos.“ The ‘emotional urgency’ generated by such a designation 
is magnified many times in the case of pandemics — a word that has become synonymous with 
global catastrophe. But rather than bringing states together to face a global threat, the 
announcement of a pandemic seems as likely to divide them. In 2009 many states used the 
laxity of the IHR — and escape clauses in international trade law — to gain competitive 
advantage over others, imposing import restrictions much stricter than those that would 


normally be permitted. The only way of avoiding the commercial chaos that can so easily arise 
from such emergencies is to seek agreements similar to that reached by the Asia Pacific 
Economic Cooperation (APEC) prior to the outbreak of SARS.2 Anticipating such an 
eventuality, APEC determined that member states would not use disease as a pretext for 
gaining advantages in investment or trade. Without such agreements, risk assessments are 
incapable of providing a platform for united action in the face of a public health crisis. Science 
has never been, and is never likely to become, a neutral arbiter. 


Nevertheless, the value of risk assessments in pandemic prevention remains largely 
unquestioned. Virtually all countries now possess ‘risk registers’ in which pandemics figure 
prominently. The private sector is also heavily involved. For example, the UK-based company 
Maplecroft provides an Influenza Pandemic Risk Index, which ‘enables governments, 
intergovernmental organizations and business to identify potential risks to populations and 
supply chains’. Countries are ranked and classified according to different risk levels along 
three indices: the risk of the emergence of new strains, the risk of their spread, and the capacity 
of states to contain an epidemic. This entails the analysis of cultural factors influencing 
behaviour, environmental factors, and the perceived adequacy of regulations.4 Agencies 
responsible for domestic and global health have also responded to the pervasive culture of risk 
by making its analysis central to their attempts to control pandemic disease. The US Centers 
for Disease Control (CDC), for example, have recently developed an Influenza Risk 
Assessment Tool (IRAT) to evaluate the human pandemic potential of emergent strains of 
influenza A virus in animal populations. IRAT uses 10 criteria grouped around three themes: 
the properties of the virus; attributes of the risk population; and the ecology and epidemiology 
of the virus. This analysis takes account of both the risk of a new strain emerging and of its 
potential impact on human health. However, the CDC explains that IRAT is not a predictive 
tool and that the risks it identifies are not precisely quantified-2 The WHO, similarly, has 
placed risk analysis at the centre of its recently published guidance on pandemic influenza. The 
aim behind this approach is to enable countries to respond more flexibly than in 2009, when 
governments were unsure how to deal with a disease less severe than anticipated.“ 


Risk assessments are generally valued because they appear to provide an objective and 
flexible basis for intervention in public health but some critics insist that risks are merely 
social constructions that enable interests to be advanced beneath a veil of objectivity. Despite 
some degree of convergence between these contrasting viewpoints, a synthesis remains 
elusive.” If or until this is achieved, the most important questions are: Who is to conduct risk 
assessments? Who should decide on which risks should be mitigated? And in what ways 
should they be mitigated? Technocratic and participatory models of risk assessment each have 
their advocates, in which experts are either free to make such assessments or are subject to 
some degree of deliberation Equally, if oversight is regarded as necessary, it is far from 
clear who should exercise it. 


Presently, it would seem that both the assessment of risk and its mitigation are skewed in 
particular directions. There is a distinct preference for surveillance and containment, with 
calls for ‘early-warning systems’ that will detect and track the emergence of new strains of 


disease, the aim being to create a kind of ‘global immune system’.“ Another (unintended) 
consequence of imagining pandemics as risk phenomena is that it normalizes them, leading us 
to accept such events as rare but inevitable by-products of modern life. Recent discussions 
about pandemic disease — particularly influenza — have been characterized by a ‘not if but 
when’ attitude, although the ‘when’ seems never to be determined. Despite the existence of an 
industry of pandemic prophecy, the virus, as Carlo Carduff has noted, is always one step 
ahead. Indeed, prophecy seems to thrive on uncertainty. Experts of varying stripes ask the 
public to accept on faith the ‘inevitability’ of the next viral cataclysm despite never knowing 
when or even whether that event will occur.22 And, if rational calculation can never master the 
microbe, it would seem that all that can be done is to prepare for the consequences; hence the 
current orientation towards disaster management. 


In these respects, pandemic prevention stands in marked contrast from other areas of public 
health, especially those for which a new approach or ‘Fifth Wave’ is being openly advocated. 
Focusing largely on chronic disease, advocates of the Fifth Wave recommend a more holistic 
approach in which health is closely related to issues such as social inequality and 
environmental sustainability.2! This new thinking has made little headway in the dryly 
securitized world of pandemic prevention but there are some intimations of change. In a 2012 
article in PLOSMedicine, Bogick et al. propose that pandemic prevention be seen as an aspect 
of international development, with attention directed to health-care infrastructure and the 
alteration of pathogen dynamics between humans and their environments, particularly their 
relationships with other animals.®* The recent epidemic of Ebola shows the necessity of such 
an approach but it shows, too, that it has yet to be taken seriously. Of the factors which enabled 
the disease to spread widely in West Africa, the absence of health-care infrastructure was 
paramount. Similarly, this and previous outbreaks had their origin in high-risk practices — the 
consumption of bushmeat — which have become entrenched through ignorance and poverty. 


Conclusion 


In this chapter I have argued that ‘the pandemic’ is a relatively recent idea and that it covers an 
enormous range of possibilities, from potentially cataclysmic mortality on the scale of 1918— 
19 to a disease like SARS, which claimed fewer than a thousand lives. This imprecision 
represents a weakness in some respects but it is also tactically useful. Labelling a disease 
‘pandemic’ endows it with a potency lacked by others, even those considered to be epidemic. 
When a pandemic is announced — and particularly, as in the case of Swine Flu, when this is 
accompanied by intense media speculation — it generates fear and with fear comes a craving 
for security, or a particular idea of security at least. There is also an expectation that states — as 
well as other public and private bodies — should take robust measures to avoid liability. This 
creates numerous opportunities, including the power to garner resources.® Over the last few 
years, these have flowed chiefly in the direction of medical and pharmaceutical research, 
border security, and epidemiological surveillance. These are all clearly important but the 
commercial, social and environmental causes of pandemics — particularly the factors driving 


disease emergence — are receiving far less attention. 


These biases emerge at the level of risk assessment and, in a more obvious way, when it 
comes to mitigation. Presently, the processes by which these decisions are taken are opaque. 
What is clear, however, is that risk, security and pandemics are bound together in a powerful 
nexus. Just as pandemics tend to evoke a very particular kind of security response, risk 
assessments have become increasingly selective, conditioned by dominant conceptions of 
security. There is a circularity and exclusivity in these relationships, which appear to be 
animated not by ideals of human welfare but by the interests of powerful corporations and 
nation-states. Thus, responses to international public health emergencies have been either 
robust or inadequate depending on the extent to which these interests appear to be threatened. 
In the case of SARS — which affected relatively few people but posed a serious threat to 
international commerce — the response of most countries was decisive. In the case of the recent 
Ebola epidemics, which had a catastrophic effect on the afflicted countries, there was a strong 
desire on the part of many people and businesses to disengage from infected regions, while 
national governments and global bodies were initially reluctant to intervene. Eventually, 
nascent ideas of global responsibility — articulated most forcefully outside the governmental 
sector — and probably a belated awareness of the security and economic implications of state 
failure prompted a change of policy. But the response to Ebola — like that of some nation states 
to the last pandemic of Swine Flu — shows a worrying lack of coordination and, in the latter 
case, a tendency to exploit public health emergencies for commercial gain. The culture of risk 
arguably contributes to this fragmentation by encouraging an ethics of liability as opposed to 
one of collective responsibility. If so, this is particularly problematic for those involved in 
global health because it rubs abrasively against the core ideals of the movement — equality and 
human rights. 
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9 
PATTERNS OF ANIMAL DISEASE 


Abigail Woods 


Animal disease is a key shaper and product of human, animal and environmental history. Its 
emergence and spread can be traced to the ecological relationships between animals and their 
environments, and to the ways in which humans have used and manipulated them to better serve 
human ends. Disease not only impacted on animal health and well-being. Heavy human 
dependence on animals for food, income, transport, companionship, military strength, cultural 
capital and the creation of scientific knowledge, meant that it also had profound ramifications 
for human society, politics, economics, health, science and nutrition. 


These disease dynamics and their historical significance are increasingly recognised by 
historians. While short, descriptive accounts of animal disease have long featured in histories 
of war, agriculture, colonialism, politics and economics, the last 10 to 15 years have witnessed 
a considerable expansion in dedicated, critical historical literature. This chapter will review 
works published in the English language. Building on earlier analyses, it opens with some 
general historiographical reflections on the scope of the field and its sources, themes and 
approaches.+ It then offers a summary of the current state of knowledge before concluding with 
some suggestions for future lines of enquiry. 


It is perhaps inevitable that when studying patterns of animal disease, historians have 
focused on those that left the most prominent historical records. These records are largely text- 
based. Many were created in response to highly dramatic or problematic disease events that 
affected animals valued by humans and amenable to human surveillance and control. 
Governments and scientific institutions produced particularly voluminous records, but their use 
has resulted in a rather uneven historical picture, which privileges the relatively small number 
of high-profile diseases that inspired scientific and policy responses in Western and colonial 
settings during the eighteenth, nineteenth and early twentieth centuries. 


Insights into different diseases, times and places are offered by other historical source 
materials that historians are only just beginning to tap. Texts devoted to the understanding and 
cure of sick animals, such as manuscripts, books, the records of veterinary practices, drug 
recipes and advertisements, offer oblique glimpses into the types of diseases that affected 
animals from the medieval period to the present day.* Oral histories offer a counterbalance to 
recent official and scientific narratives by revealing the disease perceptions and experiences 
of animal keepers and healers.2 Novel perspectives on the identities and impacts of medieval 
animal diseases are offered by inter-disciplinary analyses that utilise paleopathology, 


molecular clock analysis and climatic data alongside textual sources.4 


For medieval historians, the paucity of textual sources favours a European, inter-regional 
approach to livestock disease.2 For the opposite reason, modern historians tend to use the 
colonial or nation state as their dominant frame of analysis. This is in spite of the propensity of 
infectious diseases to cross national borders, and the late-nineteenth- and twentieth-century 
growth of international organisations for their control.® Like the administrations they study, 
modern historians frame animal disease as a problem of political economy, public health or 
(for Colonial Africa) land use. They usually examine diseases singly, in biographical fashion, 
focusing particularly on the scientists who investigated them, and the officials and 
veterinarians involved in the development and implementation of vertical control measures. 
Animal keepers feature largely as the targets or opponents of these policies. Their 
contributions to disease control, and those made by privately funded scientists, industrial 
corporations and expert advisors, are historically neglected, along with the experiences of the 
animal victims. The UK, USA and South Africa are particularly well studied. There are some 
analyses of disease patterns in Canada, Western Europe, Sub-Saharan Africa, Australia and 
New Zealand, but little is known about Asia, Latin America, Eastern Europe and the Arab 
world. 


The animal disease represented most frequently in the historical literature is cattle plague or 
rinderpest, an extremely fatal and contagious disease that swept repeatedly across the globe 
before its elimination in 2011. Other highly visible disease outbreaks amongst domestic 
animals, and diseases that spread to humans via meat and milk consumption, are also well 
described, to the neglect of less dramatic disease events and those which fell beyond the 
purview of the state. Cows dominate the literature. Horse diseases are touched upon in some 
recent accounts but have attracted less dedicated attention than one might expect given their 
significance to transport and the military.’ Sheep and pigs feature infrequently and, despite a 
burgeoning literature on the history of dogs, analysis of dog diseases is largely confined to 
rabies.° Cat and bird diseases are virtually absent from the historiography, and wildlife feature 
only when their health impacted on human concerns.? Although the health of laboratory animals 
was recognised as a problem by early-twentieth-century scientists, the diseases they suffered 
have not been studied.12 


Distinctive approaches to animal diseases can be identified within different historical sub- 
fields. Medical historians tend to follow Charles Rosenberg in approaching animal disease as 
a social and biological phenomenon. They examine how the manifestations, interpretations 
of, and responses to disease were moulded both by its epidemiological and clinical 
characteristics and by wider social, economic and political milieux. By contrast, medieval 
historians are particularly concerned with reaching retrospective diagnoses, often employing 
inter-disciplinary methodologies to achieve this goal.14 Environmental and economic 
historians often ‘black box’ disease conceptions and focus instead upon the spread of 
contagion and its effects. Environmental historians also study the ecological relationships 
between disease and its environments, but their considerations rarely extend to Western 
contexts and indoor animal environments. Some historians use animal disease to mount a 


critique of colonialism. They argue that devastating disease events were precipitated by 
colonial rule, and managed in ways that advanced colonial interests at the expense of 
indigenous peoples./? Other colonial historians challenge this stance by claiming that there was 
no simple dichotomy between indigenous and settler interests, knowledges and practices, and 
that all could benefit from disease control.“ 


For heuristic purposes, the following summary will divide animal diseases into four 
categories: epizootics, zoonoses, other infectious diseases and non-communicable diseases. 
These categories are widely recognised today. They also existed loosely in the past, although 
their exact definitions and labels have changed over time.!2 They are rooted partly in the 
epidemiological characteristics of disease: epizootics are animal epidemics, and zoonoses 
spread between humans and animals. These categories are also social constructs that reflect 
the framing and management of particular diseases at specific points in time. Epizootics that 
have potentially devastating effects on animal health and zoonoses that threaten human health 
are more likely to be perceived as public problems in need of state and scientific intervention 
than lower-profile infections and non-communicable diseases. Diseases can also move 
between categories as social, political, economic and scientific developments reshape their 
understanding and measures adopted for their control.1° 


Epizootic diseases 


Owing to their high visibility and often devastating effects, epizootic diseases have been 
recorded since antiquity.12 While their contagious nature was widely recognised, prior to the 
late nineteenth century they were also believed to generate spontaneously owing to the 
influence of the atmosphere and the conditions in which animals were kept.1® This notion was 
eventually dispelled by the germ theory, the efficacy of quarantine regulations, and the 
discovery, particularly in tropical regions at the turn of the twentieth century, that some 
diseases had insect and tick vectors whose distribution influenced disease geography./” 


At least eight major outbreaks of cattle epizootics occurred in early post-classical Europe, 
although their identity is difficult to discern“? There was also a severe horse epizootic, 
retrospectively diagnosed as Eastern Equine Encephalomyelitis, which killed 90 per cent of 
Charlemagne’s heavy war-horses in 791 ad and prevented him from waging war as he did in 
virtually every other year of his reign.2+ Like subsequent epizootics, these were spread by, and 
impacted on trade, human migration, and military campaigns. Extreme weather and climatic 
anomalies may also have played a role by creating food shortages that undermined disease 
resistance and prompted migration.2? During the nineteenth century, the development of 
railways and steamships, the rise of free trade, colonial conquest and commerce, and the 
growth of urban populations, resulted in more frequent, long-distance animal movements that 
intensified epizootic disease spread.*? Expanding cities were supported by ever-increasing 
horse populations whose susceptibility to influenza epizootics brought transport to a virtual 
standstill. Rising demand for milk stimulated the development of overcrowded, insanitary 


urban dairies which were known as ‘hotbeds’ of disease.22 The development of settler 
agriculture at the Cape, and the dramatic expansion of sheep grazing there and in New Zealand 
and Australia, impacted on livestock stocking densities, land use patterns, and the distribution 
of insect vectors and game reservoirs of disease, all of which contributed to epizootic disease 
outbreaks.2° 


The most historically significant epizootic disease (although it never became established in 
the Americas, Australia or New Zealand) was the highly contagious, fatal cattle plague or 
rinderpest.22 Earlier claims that this was responsible for devastating European epizootics in 
569-70 and 986-88 ad have been challenged by molecular clock analyses, which demonstrate 
that rinderpest and measles had not yet evolved into separate pathogens. It has been proposed 
recently that these epizootics were caused by the now-extinct ancestral virus.2® Rinderpest was 
probably the cause of a fourteenth-century, pan-European cattle epizootic. Since cows in 
medieval society not only supplied meat and milk but also fertiliser and draught power, this 
‘Great Bovine Pestilence’ impacted substantially on human nutrition, and potentially increased 
human vulnerability to subsequent outbreaks of bubonic plague.” 


While cattle plague epizootics of the fifteenth, sixteenth and seventeeth centuries have not 
been subjected to critical historical analysis, those of the eighteenth and nineteenth centuries 
are well documented. Successive waves of the disease hit eighteenth-century Europe, killing 
an estimated 200 million cattle. Appuhn argues that its spread was precipitated by the 
development of new markets for beef cattle in Western Europe which were supplied by the 
growth of cattle ranching on the Hungarian plains.°? The devastating effects of cattle plague 
stimulated some of the first, organised responses from the state and medical profession. 
According to Wilkinson, they also precipitated the late-eighteenth-century creation of the 


veterinary profession, though recent scholarship has shed doubt on this claim.2! 


Inspired by responses to the Black Death, cattle plague controls aimed to quarantine infected 
herds, slaughter sick animals and restrict the livestock trade. The evolution and outcome of 
these measures have been studied for Britain, France, the Netherlands and parts of Germany. 
Authors conclude that their effectiveness was impeded by public evasion, opposition, and the 
weakness of the state.22 An alternative, empirical measure, inoculation, was attempted but 
failed to displace the so-called ‘stamping out’ method.22 Around 1800, rinderpest disappeared 
from Western Europe but remained endemic in Russia and parts of Eastern Europe. During the 
1860s it re-invaded. To enable stamping out, governments created permanent veterinary 
departments which granted vets a state-sanctioned role in contagious animal disease control. In 
Britain, there were extensive scientific investigations and futile attempts at cure. Stamping out 
proved unpopular initially and achieved widespread acceptance only after it had eliminated 
disease from the nation.“ 


Rinderpest also entered India in the 1860s and spread quickly through South Asia. It was 
introduced into Africa by the 1888 Italian invasion of Ethiopia, and swept south to reach South 
Africa in 1896. In parts of Africa, where cattle were a ‘means of production and 
reproduction, not only of labour power, but of society itself’ ,2° death rates exceeded 90 per 


cent, depriving indigenous peoples of fuel, fertiliser, food, clothing, traction and currency. The 
collapse of transport and the livestock economy prompted the growth of state intervention and 
veterinary services. Restrictions on livestock trade were sometimes enforced by military 
troops and provoked uprisings by indigenous peoples in certain colonial contexts. At the Cape, 
the impracticality of stamping out, combined with developments in Western bacteriology, 
resulted in the application of a new form of inoculation. Developed by Robert Koch, improved 
upon by local vets and taken up by supportive Anglophone farmers, it changed the course of the 
rinderpest epidemic and became compulsory in Rhodesia in 1898.4 A similar method was 
adopted in India. By then, the disease had been endemic for over three decades, but the Indian 
government had made no attempt to control it. According to Mishra, this neglect reflected the 
irrelevance of cattle to the colonial economy and officials’ disregard for the plight of ordinary 
Indians.2° However, the propensity of cow slaughter to provoke religious and political unrest 
was probably also a factor. 


The effects of cattle plague were compounded by other epizootic disease outbreaks. In South 
Africa, the disease known as horse sickness destroyed around 40 per cent of horses in 1854—5. 
Cavalry regiments were struck down during military campaigns of the 1870s and the South 
African wars of 1880-81 and 1899-1902. Housing and transhumance (trekking with animals) 
offered some protection from the midges that were later discovered to spread the disease. 
Vaccines were developed in the 1930s.*2 Horses and cattle were also killed by nagana (animal 
trypanosomiasis), which Zulu pastoralists tried to avoid through game slaughter, bush 
clearance and transhumance. Their ideas informed investigations performed by David Bruce in 
1894—7, which confirmed the role of tsetse fly vectors and game reservoirs. Rinderpest 
unexpectedly reduced the prevalence of cattle nagana by killing game, but subsequent efforts to 
preserve game increased the risk, leading to conflicts between preservationists and settler 
farmers. Different colonies adopted different strategies for nagana control, ranging from fly 
catching or trapping to bush clearance, game culling, compartmentalisation of the landscape, 
and the control of human, livestock and game movements. From the mid-1940s these were 
largely superseded by DDT spraying, which proved highly effective. 


Another unanticipated result of late-nineteenth-century rinderpest was the appearance in 
South Rhodesia of the highly fatal, tick-borne, East Coast Fever (ECF), which was imported 
with replacement cattle from Tanzania. Spreading into North Rhodesia and the Transvaal, it 
crippled the mining industry, which depended on ox transport. Koch was summoned, but his 
method of inoculation did not work. Instead, governments adopted livestock dipping and 
quarantine, and constructed fences to prevent stock moving between ‘clean’ and ‘dirty’ areas.“ 
Like other such regulations, these measures interfered with trade and pasture use, prompting 


conspiracy theories and inspiring rebellion in parts of the Transkei in 1914.” 


Ticks were also implicated in the most devastating animal disease to affect late-nineteenth- 
century USA: tick-borne fever. Endemic in Mexico and the American South, it made annual 
incursions into northern areas, killing nearly all infected cattle. Efforts to bar southern animals 
from particular states were not particularly effective and gave way to dipping in the 1890s, 
after the tick’s role was discovered.“ Dipping was also used to kill the mite responsible for 


sheep scab, which caused severe itching and the costly deterioration of wool. In the New 
World, this disease was a product of the Columbian exchange. Its appearance in 1780s 
Australia threatened the expansion of sheep farming and led, from the 1830s, to the first 
Australian animal health laws.“° During the 1870s, Natal and Cape Colony adopted similar 
regulations, requiring the isolation and dipping of sheep.“ 


Livestock in Africa suffered from other serious epizootics such as blue tongue, red water, 
heart water, liver fluke, and contagious bovine pleuro-pneumonia (CBPP, or ‘lung-sickness’), 
which spread globally in the mid-nineteenth century, along with the highly contagious but 
generally non-fatal foot and mouth disease (FMD). CBPP was introduced into the Cape in 
1853 by Dutch cattle and killed around 20 per cent of the cattle population. In the midst of 
colonial conflict and social change, it gave rise to a Xhosa prophesy that the active killing of 
cattle would cause the dead to rise, white man to perish, and new cattle to issue from the earth. 
Although chiefs promoted this policy in 1856, the prophesy was not fulfilled and enormous 
hardship ensued.“? Colonialists sometimes tried to control CBPP by inoculation, as devised by 
Belgian physician, Louis Willems, in the 1840s, but although it produced some immunity it 
could also transfer infection.“2 Stamping out was adopted at the Cape in 1881 and in the USA 
in 1884, with eradication declared just eight years later.2 Britain also opted for stamping 
out,2! but other countries used inoculation to control CBPP, either alone (as in New Zealand, 
where it disappeared within a decade of its 1863 introduction from Australia),22 in 
combination with stamping out (in Australia),2? or as a means of reducing incidence to a point 
at which stamping out became possible. By 1900, CBPP had been controlled if not eliminated 


from many Western countries. 


In Britain, stamping out was applied to FMD from 1869, and extended in 1878 to swine 
fever, a frequently fatal disease of pigs. As these were familiar, endemic problems with low 
mortality (FMD) and variable symptoms (swine fever), many stockowners questioned whether 
the benefits outweighed the costs.22 However in 1886, FMD was eliminated and thereby 
transformed into a dreaded, alien plague. It reappeared frequently over the next 80 years, 
causing occasional, devastating epidemics. In early-twentieth-century Germany, France, 
Holland and Italy, serum was the preferred method of FMD and swine fever control. Effective 
vaccines became available mid-century and enabled some countries to progress to stamping 
out.2° However, FMD remained endemic in parts of Africa, Latin America and Asia. An 
epidemic in Mexico, 1946-52, led to US assistance in stamping out, and generated new 
appointments of state veterinarians, and the improvement of veterinary education and 
research. In 1992, with disease at a low ebb, FMD vaccination was halted throughout the EU 
in favour of stamping out. This left the region vulnerable to a devastating epidemic, which 
struck in 2001 following a global resurgence of FMD. 


When selecting epizootic control policies, governments bore in mind the likely costs and 
benefits, chances of success, and public response. Stamping out aimed to eradicate disease 
from regions or nations, while disease control was the object of inoculation, serum treatment, 
vaccination, dipping and cordons sanitaires. The latter measures were imposed with varying 


degrees of compulsion and depended on effective biological products, which were generally 
developed within state laboratories such as Onderstepoort Veterinary Institute in South 
Africa.2? Stamping out was primarily adopted by rich nations that were geographically remote 
from epicentres of infection and had low to moderate disease incidence. It required well- 
defined, easily policed borders, well-resourced veterinary services, and compliant publics 
who were prepared to report suspect cases and abide by controls. It appealed especially to 
importing nations that were both vulnerable to disease invasion and capable of imposing 
Sanitary standards upon their trading partners. These partners frequently challenged these 
measures. They claimed — not without reason — that sanitary regulations were applied for 
political reasons or to protect domestic producers. During the early twentieth century there 
were attempts to resolve such conflicts through an internationally agreed system of trade 
controls, but it was decades before a workable system came into operation under the Office 
International des Epizooties.®! 


The costs and benefits of control policies were not distributed equitably. Some parties had 
more power than others to define the disease problem and the manner of its solution. For 
example, British FMD control policy was shaped by elite breeders and privileged their 
interests over grass roots producers, whose protests resurfaced in every major epizootic up to 
and including 2001. Likewise, Olmstead and Rhodes note the uneven impacts of US policy, 
and the resistance generated, but conclude that state actions were justified given the 
overarching benefits of disease control. The actions of colonial states often involved 
incursions into traditional husbandry practices. In the Cape, official attempts to control disease 
through livestock movement restrictions actually undermined traditional methods of disease 
avoidance though transhumance.“ For Phoofolo, such controls were part of an on-going 
colonial strategy to marginalize Africans and subjugate them to colonial rule. Others have 
tempered this claim. Brown and Gilfoyle argue that while measures were intended to promote 
white settler agriculture, Africans also benefited from the diminution of disease. Similarly, 
Waller claims that policies initially intended to support Kenyan settler elites were 
subsequently redirected for the benefit of Africans, in response to new _ scientific 
understandings and colonial development priorities. 


Myxomatosis, a new world disease of rabbits spread by blood sucking insects, is a rare 
example of a modern epizootic that was allowed to run its course. Although the victims — wild 
rabbits — had some utility to humans as food and fur, they were more widely regarded as crop- 
consuming pests. The disease was introduced into New South Wales in 1950 with a view to 
their destruction. It broke out in continental Europe in 1952, then entered Britain, where 
farmers were complicit in its spread. Despite the devastating effect on rabbit populations, 
governments declined to act.© 


Zoonotic diseases 


One of the earliest recognised zoonoses was cowpox. Dairy farmers had long been aware of 


its capacity to protect humans against smallpox infection, but it was not until Edward Jenner 
demonstrated this fact in 1796 and published his findings two years later that vaccination 
became a medical practice, made compulsory by many governments during the nineteenth 
century.©22 Cowpox was unusual in benefiting human health. Rabies and glanders were fatal, 
though sporadic. Their capacity to spread from dogs and horses respectively was known by the 
early nineteenth century, although other origins were proposed. Legislation to control glanders 
was made more effective by the 1892 discovery of mallein, a diagnostic product that could 
identify infected but asymptomatic horses. Produced by government laboratories, and applied 
by civilian and military officials under compulsory test and slaughter policies, it resulted in the 
eradication of glanders from most of Europe and North America by WWIL2 


The horrific symptoms of rabies provoked disproportionate fear and panic, leading 
occasionally to the mass public slaughter of dogs. In the late nineteenth century, several 
countries passed legislation in the face of owner resistance for the muzzling, quarantine and 
destruction of dogs. Vaccines were applied from the 1930s. In Southern Africa, where rabies 
was a predominantly rural and often unreported disease that circulated and spread through 
livestock and wildlife, there were unsuccessful twentieth-century attempts to eradicate the 
main animal vectors: meerkats and jackals.“ Similar methods were applied, with similar 
outcomes, to the rodent vectors of bubonic plague, whose role was identified at the turn of the 


twentieth century in the context of a devastating pandemic.“ 


Other zoonotic diseases rose to prominence in the mid to late nineteenth century, influenced 
by the same factors that contributed to epizootic disease spread, and the rising production and 
consumption of diseased meat and milk.4 Concurrently, the adoption of germ theories, the 
growth of epidemiological, pathological and bacteriological research, and the assumption of 
new state responsibilities for human and animal health, resulted in the identification of new 
epizootic diseases that were subjected to novel and frequently controversial forms of state 
intervention. 


One such disease was anthrax or ‘splenic fever’, a sporadic but potentially devastating 
disease of horses, sheep and cattle that was associated with particular soils. During the 1870s 
and 1880s, scientists discovered that it had the same bacterial cause as two diseases 
associated with the expanding textile industry in Western Europe and the United States: 
‘woolsorters disease’, a fatal pneumonia, and ‘malignant pustule’, a skin disease. It transpired 
that the growth of the global wool trade was exposing Western wool workers to anthrax spores 
contained in the fleeces of Asian and South African sheep. Anthrax generated a range of 
responses: disinfection of fleeces and the factory environment, the special burial of animal 
carcasses, and the use of serum and vaccines. It later resurfaced as a biological weapon for 


use against animals and humans.” 


The role of meat in disease transmission was first elucidated for the pork-borne parasitic 
disease, trichinosis, which could cause death in humans. It was identified in human muscle 
tissue in 1835, and its life-cycle elucidated in 1850—70 by Rudoph Virchow and others. The 
increasing identification of human deaths prompted various German states to establish public 


slaughterhouses, where meat was subjected to microscopic inspection for trichinosis and to 
general veterinary inspection for the detection of other zoonotic and epizootic diseases. This 
system was taken up by some other European countries and led, from 1879, to restrictions on 
the importation of suspect pork from the USA. Despite the protests of American officials, 
Germany lifted its restrictions only in 1891, following the passage of American legislation to 
require the microscopic inspection of pork for export 2 


The late-nineteenth-century development of meat inspection was also driven by fears 
surrounding bovine tuberculosis (bTB) and its transmissibility to humans. These fears were 
confirmed in 1882 when Koch announced that TB in humans and animals had the same 
bacterial cause. Control was problematic because bTB was often prevalent but only became 
clinically evident in its advanced stages. Butchers, vets and doctors laid rival claims to 
expertise in the identification and handling of diseased carcasses. Difficulties were 
compounded by Koch’s controversial 1901 announcement that the diseases were not, after all, 
identical.” 


By then, attention was turning to bTB transmission via milk. Its role in the spread of human 
typhoid, scarlet fever and diphtheria had already been postulated by British public health 
doctors in the 1870s and 1880s, in the face of strong opposition from veterinary surgeons and 
dairy farmers.2° Fears of bTB added impetus to efforts to improve the sanitary status of milk. 
However, effective action was frequently impeded by conflict between interested parties, the 
disconnect between regulatory regimes that had evolved to tackle either human or animal 
disease, the physical distance between sites of milk consumption and production, the sheer 
scale of the problem, difficulties in enforcing regulations, conflict over the costs and benefits 
of milk pasteurisation, and the outbreak of WWI.2! 


Two methods emerged in the late nineteenth century for the control of bTB in cows. German 
veterinarian, Robert von Ostertag, advocated the clinical identification and slaughter of 
advanced cases. Danish veterinarian, Bernhard Bang aimed to identify (then isolate or 
slaughter) infected cows through injections of tuberculin, a diagnostic substance whose effects 
were often contested. Vaccines were subsequently developed, notably by the Pasteur Institute 
in inter-war France, where their favourable effects were used to justify the extension of the 
BCG vaccination to children.24 Government attempts at bTB control typically began with the 
removal of clinical cases and progressed to the use of tuberculin, initially voluntarily and then 
on a compulsory basis. Regional measures often preceded national campaigns.®’ The same 
approach was later applied, in conjunction with vaccination, to the eradication of brucellosis. 
This disease caused contagious abortion in cows and was discovered, in the 1920s, to spread 


via milk to cause undulant fever in humans.&4 


The timing and progress of public bTB campaigns were influenced by disease incidence, 
public attitudes, and governments’ willingness to bear the costs. Action was initiated by the 
Finnish government in 1898. In the USA, where less than 5 per cent of dairy cows were 
infected, state campaigns began in the 1900s and a federal campaign in 1917. Denmark and the 
Netherlands followed during the inter-war period. In Britain, where 40 per cent of dairy cows 


were infected, piecemeal inter-war interventions were superseded in the 1950s by a full-scale 
eradication campaign. By then, the compulsory pasteurisation of milk had effectively abolished 
the threat to human health.22 Fears of trade restrictions imposed by countries that aimed to 
eliminate bTB drove the 1970s adoption of national eradication schemes in Northern Ireland 
and Australia.2° Many of these campaigns were highly successful. However in Britain and 
New Zealand, early progress was later overturned. Wildlife disease reservoirs — badgers and 
possums respectively — were held to blame. Possum control proved relatively straightforward, 
but in Britain the situation is still unresolved owing to politicisation, disputes over scientific 
evidence and expertise, and conflicting cultural attitudes to the badger.© 


Co-ordinated efforts to address zoonotic diseases in developing countries began in 1948, 
with the foundation of a Veterinary Public Health Unit under the World Health Organization. 
Working closely with the Food and Agriculture Organization, its programmes were key 
vehicles for improving human health and nutrition through improved meat hygiene and zoonotic 
disease control. Meanwhile, in the West, new zoonotic disease threats were identified. 
Species of malaria thought to be specific to monkeys were found to transmit to humans,®? and 
the discovery that pigeons could harbour psittacosis fuelled campaigns to remove them from 
cities.22 There was an increased risk of food poisoning from inadequately cooked meat and 
eggs. This arose partly from more intensive farming methods that encouraged the spread of 
salmonella and campylobacter. Slaughterhouse practices were also to blame. Variable 
standards of hygiene resulted in the cross-contamination of carcasses, while germs went 
undetected by traditional, macroscopic inspection methods. 


Towards the end of the twentieth century, scientists traced several emerging human 
infections to animals. They discovered that HIV/AIDS had developed from non-human African 
primates, and SARS from civets. In 1996, they linked a new variant of the fatal human brain 
disease, CJD, to the consumption of meat from cows suffering from BSE. Also known as mad 
cow disease, BSE had appeared in Britain a decade earlier. Although the British government 
took steps to reduce the disease risk to humans, its earlier assurance that meat was safe, and 
the devastating impact of vCJD on its young victims, generated a crisis of trust in science and 
the state. Zoonotic disease concerns subsequently shifted to swine and avian influenza, but 
early-twenty-first-century fears of a major human pandemic have not as yet been realized.22 


Other infectious and non-communicable diseases 


Despite the historical attention awarded to epizootic and zoonotic diseases, the vast majority 
of diseases experienced by animals fell outside these categories. Relatively little is known 
about their histories, particularly in the pre-modern era. They included infections now 
identified as influenza in cats and distemper, parvo virus and kennel cough in dogs, together 
with lameness, infertility, and respiratory, gastro-intestinal and parasitic diseases in horses and 
farmed livestock. There were also many non-communicable diseases, including injuries, 
lameness, infertility, diseases associated with feeding, and chronic conditions such as cancer. 


Some affected individuals, others populations, and many had complex aetiologies. Their 
effects ranged from death to symptomatic illness to sub-clinical reductions in performance. 
Responsibility for their identification and management fell to animal keepers and their expert 
advisors. While nineteenth- and twentieth-century governments supported some research into 
economically important diseases of livestock, they only intervened in disease control under 
exceptional circumstances, as in WWII, when food shortages led the British government to 
subsidise practising veterinary surgeons in the control of bovine mastitis and infertility.22 


The incidence, perception and impacts of these diseases were shaped by the ways in which 
humans used, managed and valued animals. Paleopathological analysis and the records kept by 
animal healers reveal the prevalence of wounds and musculo-skeletal problems in horses. This 
reflects their use as power sources, while the attention paid to breeding difficulties in 
livestock illustrates how humans relied upon them for meat, milk and profit.24 Dog owners, 
alarmed by the death and suffering caused by the infectious disease distemper, stimulated inter- 
war British research into the disease and helped to test the vaccine which resulted. During 
the later twentieth century, efforts to understand and manage chronic diseases in pets, such as 
Feline Urological Syndrome, reveal the growth of humanitarian and consumerist attitudes to 
these animals. Awarded a similar status to family members, pets became part of a new 
‘economy of love’ that encouraged the circulation of surgical techniques between human and 


veterinary surgery for the management of their orthopaedic conditions.° 


For grazing animals, pasture and its management had important impacts on health. In New 
Zealand, the poisonous plant, tutu, was known since the pre-colonial period to cause 
significant losses, estimated for the mid-nineteenth century at 25-75 per cent of sheep flocks.2/ 
Mineral-deficient soils and poisonous plants were identified as causes of disease by the first 
colonial veterinarians at the Cape. By the early twentieth century, poisonous plants made 
horse-rearing impossible in parts of South Africa, and by 1920, they killed more livestock than 
infectious disease. In earlier periods, African pastoralists and settlers had used transhumance 
to avoid affected areas, but this was impeded by land privatisation and increased stocking 
densities.22 Pastures could also harbour infection, as in colonial New Zealand, where 
pastoralists encountered the prevalent and costly problem of foot rot in sheep, and responded 
by breeding new types of sheep that were less susceptible to infection.22 Known since the 
eighteenth century, the sheep disease scrapie was also associated with certain pastures, 
although infection and heredity were also suggested as causes. Twentieth-century scientists 
demonstrated its communicability, and hypothesised the involvement of an unusual disease 
agent, the prion, which was subsequently implicated in BSE.12 


Housed livestock experienced a different set of diseases, whose emergence was associated 
with the mid- to late-twentieth-century shift towards intensive husbandry regimes. 
Intensification also enabled greater surveillance of animal bodies that made the effects of 
disease more visible. Meanwhile, farmers’ narrowing profit margins and, from the 1960s, the 
emergence of animal welfare agendas, led to the increasing problematisation of disease. This 
context favoured the growth of disease research, veterinary services, and the development and 
use of new drugs, notably antibiotics, but these did not always achieve the desired ends.12! For 


example, in the case of mastitis in dairy cows, controls developed as a result of scientific 
research simply enabled farmers to pursue more intensive forms of production, which led to 


the unanticipated emergence of new forms of the disease.1 


Conclusion 


This chapter offers an overview of a field of historical enquiry that is advancing rapidly in 
scope and intellectual ambition. Epizootic and zoonotic disease history is now a well- 
established genre, underpinned by a substantial body of literature. Authors have probed the 
emergence, spread, and impacts of these diseases; the linked development of state veterinary 
services and scientific research; and the origins and effects of regulations for their control and 
the controversies that often ensued. New perspectives are emerging which push beyond 
existing, state-centred narratives, to examine diseases in previously overlooked parts of the 
world; their relationships with land use patterns in non-Western contexts; and their identities 
and impacts within medieval societies. There is still potential to extend these enquiries in 
space and time to produce genuinely global histories of animal disease. This will require 
attention to the under-studied early-modern era and post-WWII decades; to regional and 
international disease impacts and responses; and to epizootic and zoonotic diseases that fell 
beyond the purview of the state. 


However, perhaps the greatest priority for future scholarship is to shift the focus away from 
the zoonoses and epizootics, towards other infectious and non-communicable animal diseases. 
Despite a slowly developing trend in this direction, these diseases are still neglected by 
historians. This is surprising when one considers that such diseases were not only numerous 
but also difficult to prevent or eliminate. Compared to zoonoses or epizootics — which were 
exceptional events — they were encountered frequently and had a more substantial impact on 
the lives of animals and their keepers. Yet because historians prefer to use easily accessible 
archives, and have been more interested in scientists and the state than animals and their 
keepers, zoonotic and epizootic diseases continue to dominate historical scholarship. 


Extending the sphere of analysis to everyday diseases offers exciting possibilities for 
rewriting the script of animal disease history. It brings wildlife, birds, pets, laboratory, and 
zoo animals into the picture, as well as their habitats and the people who cared for them, and 
who advised upon and investigated their health. It shifts the scale of analysis from the nation 
state or livestock economy to the farm, stable, household, firm or laboratory. In these settings, 
diseases were not simply economic or public health problems but also threats to ecosystems, 
production systems, communities, scientific research, animal well-being, and the human— 
animal bond. Examining their histories using the variety of source materials outlined in the 
introduction will provide new insights into the contexts that gave rise to disease and into the 
ways in which animal keepers understood and responded to it. Foregrounding these 
individuals, and approaching them as disease experts rather than subjects, shapers and 
opponents of government policy, will also assist in the long-overdue production of an animal 
health history ‘from below’. 


There is also scope for integrating investigations into animal disease history with other 
types of disciplinary enquiry. Medieval historians already draw upon archaeological findings 
and scientific insights to help interpret their often fragmentary documentary evidence. 
According to Newfield, ‘it is via interdisciplinarity that our understanding of past non-human 
animal health and disease . . . will improve’.12? While this approach may appeal less to 
modern historians, the integration of historical analyses with social scientific and scientific 
perspectives offers constructive opportunities to situate current disease patterns within a 
longer historical trajectory, to identify the contributing factors, and to learn from past attempts 
to understand and control them. In this way, historians can make their insights relevant to a 
world in which animal disease continues to threaten human health and nutrition, animal welfare 
and the environment. 
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PATTERNS OF PLAGUE IN LATE MEDIEVAL AND 
EARLY-MODERN EUROPE, 


Samuel Cohn, Jr. 


Infectious diseases are more than their pathogenic agents alone. Despite the general nosology 
or scientific naming of diseases after their pathogens (Vibrio cholera, Yersinia pestis, etc.), 
diseases are due to relationships between viruses, bacteria, fungi, or protozoa and their human 
hosts. These relationships can often vary radically over time and place, depending on 
environmental and genetic changes in both pathogens and hosts. As a consequence, changing 
signs and symptoms, rates of mortality, morbidity, lethality, and changes such as the poor 
becoming the ones overwhelmingly afflicted can transform ailments beyond recognition. For 
instance, during the first half of the sixteenth century, physicians and other commentators saw 
the venereal disease that we now generally label as syphilis changing fundamentally. In his 
study of contagious diseases of 1546, Girolamo Fracastoro maintained that the prominent 
characteristic that had given the disease one of its most common names — the Great Pox — had 
largely disappeared over the past 20 years: now pustules appear ‘in very few cases’. He 
added that the horrible pains with sleepless nights so often described by doctors and evoked in 
the poetry of those afflicted ‘had somewhat subsided’. In their place, new symptoms surfaced 
such as the disappearance of eyebrows and hair on top ‘falling out’, making ‘men look 
ridiculous’ .2 


Because of these changes in the signs and symptoms of diseases, double Nobel-prize- 
winner, Frank Macfarlane Burnet, cautioned historians over 60 years ago about identifying 
diseases in past times and advised that epidemiological patterns might prove a better guide 
than a disease’s clinical features. Yet he realised that epidemiological patterns could also 
change as with the tendency of populations to build up immunity and the disease to become 
more prevalent in children than adults. Before the development of antibiotics in the second 
quarter of the twentieth century, the acquisition of a population’s herd immunity to a particular 
disease could run in cycles. Declining mortalities and widening gaps between epidemics of a 
disease lowered a population’s innate immunity to that disease — a recurrent pattern seen over 
the 500-year history of the plague during the ‘Second Pandemic’ .2 


This chapter will investigate patterns and presentations of plague in Europe from the Black 
Death, 1347-51, to successive waves of this disease as late as the early nineteenth century 
when it flared briefly in isolated places such as Corfu, Malta, and Noja (Noicattaro) near Bari 
in 1814-15.4 Detailed written records from municipalities and other states in Europe provide 


an opportunity to study the plague of the ‘Second Pandemic’ variety over a longer period of 
time than for any other infectious disease. These patterns of plague regard not only the 
disease’s clinical and epidemiological aspects but also changes in society, politics and 
mentalities. I shall argue that long before the ‘Laboratory Revolution’ of the late nineteenth 
century, action within the human realm altered the patterns of the plague and possibly the 
pathogen itself. The chapter begins by investigating clinical aspects of plague, then the 
epidemiological, and at the end the social, political, and psychological dimensions of the 
disease. In so doing, it seeks to raise new questions which historians, together with those in the 
biological sciences, need to confront in the future. 


Signs and clinical diagnosis 


As far as the signs and symptoms of historical plague go, the patterns differed from diseases 
such as early-modern syphilis or tuberculosis: few striking changes occurred from the period 
of its immediate shocks on the bodies of the previously unexposed in 1347-51 to its last 
appearances in the early nineteenth century. Throughout this history the plague’s tell-tale signs 
remained relatively constant. Chronicles, doctors, and storytellers such as Giovanni Boccaccio 
described not only buboes in the three principal lymph nodes — the groin, armpits, and the 
cervical region around the neck and below the ears as ‘big as an apple and others the size of an 
egg’:? they also described other skin disorders including carbuncles, rashes and other smaller 
bumps forming outside these main lymph regions and in places rarely, if ever, seen with 
Yersinia pestis during the ‘Third Pandemic’ from its appearance in Hong Kong in 1893-4 to 
the present — that is, on backs, eyelids, penises, and up noses. Most prominent of the skin 
disorders that formed outside the three main lymph regions were black and blue spots, marks, 
or tokens called by various names — macchie nere o lividi, lenticulae, puncticulae, morbilli — 
that could cover entire bodies. From the earliest descriptions of plague in Europe at Messina, 
Sicily, in the autumn of 1347, these signs were described as mingled with the buboes and 
carbuncles and often on the same bodies, and physicians and chronicles pointed to them as the 
plague’s most deadly marks. The fifteenth-century merchant chronicler of Florence, Giovanni 
Morelli, described these ‘tiny balls . . . on the skin in various places’ as more deadly than the 
larger swellings. From the former, patients had ‘little chance of any cure’.® Later, the Capuchin 
friar Paolo Bellintani, officiating as head of lazzaretti (pest houses), first at Milan in 1576-7, 
then at Brescia a year later, and finally at Marseille in the early 1580s, described his 
experiences based on thousands of plague patients: while those with buboes and other 
pestilential signs had some chance of survival, those afflicted with the black spots, he 
reported, were doomed./ Of the 10 signs he catalogued for recognising plague, only these ‘led 
to certain death’. During the same plague wave at Genoa, the surgeon Luchino Boerio 
concurred: the smaller spots were the most deadly, and from them, patients could perish within 
24 hours.® At Noja in Italy’s last plague (1815) before the ‘Third Pandemic’, the Neapolitan 
physician Vitangelo Morea continued to describe the presence of these deadly black and brown 
spots that accompanied larger buboes and carbuncles.2 


The appearance of the deadly tokens during plague were not peculiar to the Italian 
peninsula. For the plague of 1348-9, the Oxfordshire chronicler Geoffrey le Baker described 
the same combination of large ‘ulcers’ principally in the three lymph nodes and the small black 
“pustuli’ that covered entire bodies. As with the Italians, he claimed the spots were the more 
deadly of the two: from them ‘hardly any survived’? In a Welsh poem written during the 
second plague of 1362, Llywelyn Fychan lamented the deaths of his four children. A medley of 
deadly signs appear: first the larger boils — ‘bitter head of an odious onion’; ‘a swelling under 
the armpit, grievous sore lump,/white knob, poisonous misfortune’; then the smaller pustules — 
‘a little boil which spares no one’; ‘Inflamed burning of brittle coal fragments’; ‘A shower of 
peas giving rise to affliction,/messenger of swift black death’; ‘berries, it is painful that they 
should be on fair skin’. 


As in Italy, so too in England and elsewhere, these plague signs persisted over the long term. 
During London’s last plague of 1665—6, Dr Nathaniel Hodges described the clinical condition 
of those afflicted by citing numerous cases from his practice during the epidemic. Of the eight 
sections of his 224-page report, Section V: ‘Of the Manifest Signs of the Late Pestilence’ was 
the longest, comprising nearly a quarter of his tract. Buboes formed in the groin, armpits, and 
behind the ears and varied in number from one to cases in which ‘all the glands were tumified’ 
with them.’ The smaller carbuncles ‘about the Bigness of a Millet Seed’ could spread across 
bodies and form in places such as women’s breasts and on fingers but rarely were fatal.42 On 
the other hand, ‘the pestilential Spots’, called Petechie or tokens by the ‘Common People’, 
formed in the ‘Neck, Breast, and Back’, were ‘most commonly very numerous’, and ‘in 
some . . . So thick, as to cover the whole skin’, constituting ‘certain Characters of Death 
imprinted in many places’. They were ‘Pledges of Death’ from which individual patients 


would pass from perfect health to death in a matter of hours.14 


In France, the physician of three popes who survived four waves of plague from 1348 to the 
1380s, Raymond Chalin de Vinario, described the same combination of larger tumours in the 
lymph nodes and the black spots across the body.!2 These black spots were signs of plague and 
endured to the end of France’s ‘Second Pandemic’. In searching out plague cases and plague 
deaths in the parishes of Marseille during the plague of 1720, the English physician Richard 
Mead advised that ‘diligent men’ should replace ‘ignorant old women’ and should be 
instructed on the plague signs, ‘particularly with livid spots, bubo’s, or carbuncles, to give 
notice thereof to the Council of Health who should immediately send skilful physicians to 
examine the suspected bodies’ ./° Finally, during the last major plague in the Baltic countries, 
from 1709 to 1713, diaries, doctors’ reports, and their questionnaires on the criteria for 
identifying plague pointed to the same combination of buboes and spots, even though this 
plague erupted during frigid winter months, when the Baltic seas had frozen over, blockading 
harbours and creating famine conditions.’ In addition, these reports also describe the frequent 
formation of buboes and carbuncles outside the principal lymph nodes: in vaginas, anuses, 


navels and the corners of eyes.1® 


These clinical observations find confirmation in the remarkable Libri dei Morti of Milan, in 
which university-trained physicians described plague deaths over the course of six plague 


years from 1452 to 1524. In addition to describing the course of the disease, the number of 
days from first signs to death, physicians recorded the number and precise positions of buboes 
and carbuncles on the bodies of the afflicted, and whether black, blue, or (very infrequently) 
red pustules formed. Across these years these spots appeared in about a third of 6,993 cases 
the physicians identified as plague. On average those with the spots died in less than three days 
— slightly more quickly than those with buboes or carbuncles alone,? but not with the 
spectacular speed of those afflicted with septicaemic plague during the ‘Third Pandemic’, 
when untreated, death comes within eight hours. 


This combination of signs did not signify two separate diseases occurring simultaneously. In 
the first instance, no disease flared during the Middle Ages or early-modern period when these 
spots appeared alone without the larger carbuncles or buboes and which also killed great 
numbers with such quickness and such terrible rates of lethality. Second, even by the fourteenth 
century contemporaries could distinguish between plague and other diseases with similar skin 
disorders, whether smallpox or a disease in Italy called Pondi. For instance in 1390, two 
diseases spread through the countryside of Florence, both during the height of summer, both 
with similar black pustules. Some thought the two were the same. However, given their 
divergent epidemiological characteristics, the Florentine chronicler of the Minerbetti family 
argued convincingly that two different diseases were spreading concurrently: one moved 
through the countryside slowly and was a slow killer, taking weeks before any of its victims 
succumbed, while the other possessed the usual characteristics of plague: it raced through the 
countryside and killed its victims in a matter of days, not weeks.22 Similarly, an English 
chronicle described a plague in 1369 accompanied by another disease, ‘an illness that men 
callen “the pokkes”’. Despite the similarity of their signs, he distinguished between the two: 
whereas the ‘pokkes’ (probably smallpox) was slow to spread or kill their victims, the 
‘pestilens’ killed quickly.2! Others such as Dr Hodges during the London plague of 1665 
pointed to differences in the ‘punctures’ between the pestilential ‘tokens’ and the small spots 
caused from flea bites or scurvy.** In 1477-8 Milan was afflicted by an epidemic of morbilli 
that spread over bodies, killing over a thousand in littke over a year. The health board’s 
doctors, however, did not consider this disease plague. First, these morbilli were 
predominantly red and not black or blue and neither carbuncles nor buboes accompanied them; 
second, their diagnosis relied on epidemiology: the average period of illness for those with the 
morbilli in 1477-8 survived for more than two weeks (14.7 days on average) with less than 8 
per cent dying within a week. By contrast, less than 2 per cent of those who died from plague 
survived beyond a week. 


If the pathogen of the plague that spread worldwide from 1894 was the same as that of the 
Black Death disease that persisted in parts of Europe to the second decade of the nineteenth 
century, then something radical, and yet uncharted, happened between c. 1820 and 1894. After 
a half millennium of stasis, the plague’s signs had become transformed. From 1894 to the 
present, in 95 per cent of plague cases only a single bubo appears on the victim’s body, and 
overwhelmingly this one was in the groin. By contrast, during the ‘Second Pandemic’, multiple 
buboes and carbuncles formed in the three principal lymph regions and often others strayed to 
other bodily parts, and sometimes in places hardly ever seen with bubonic plagues of the 


‘Third Pandemic’. Most strikingly, black or blue pustules that spread across bodies had 
become an extremely rare occurrence post-Yersin’s discovery. In over 3,000 clinical reports of 
plague victims recorded from hospitals at the turn of the twentieth century in the Presidency of 
Mumbai only two patients may have shown these signs, but even these were described as 
‘black blisters’, and not spots, bumps, or pustules. With another two sets of clinical reports, 
one compiled from two areas of China in the 1920s comprising 9,500 cases, and another from 
two hospitals in the Presidency of Mumbai from 1896 to 1908, comprising 13,600, not a single 
clinical report described the black spots or pustules.22 Such signs have, however, occurred, 
elsewhere as in Chile in 1903, Ecuador in 1908, and Peru in the early twentieth century and 
were called ‘small-pox plague’. Yet, when these signs appeared, they signalled the exact 
opposite prognosis from the deadly morbilli of late medieval or early-modern Plague. Instead 
of being plague’s most deadly ‘tokens’, they were the signs of ‘benign plague’, when few, if 
any, died.2° 


Symptoms 


While the signs of plague remained unusually stable for an infectious disease over the long 
term from 1347 to the early nineteenth century, this was not the case with the disease’s 
symptoms. Yet on this score I know of no recent historians or health scientists to comment on 
the change. However, contemporaries as early as the mid-sixteenth century were aware of it 
and puzzled by it. In 1348 plague descriptions emphasised the Black Death’s two or three 
forms. Most famously, the pope’s physician at Avignon, Guy de Chauliac, described the Black 
Death striking Avignon first in January, when it was characterised by continuous fever and the 
spitting of blood; it was highly contagious and victims died in three days. By March, Guy 
claimed the disease had changed to a bubonic form, which remained contagious and deadly but 
its victims took four to five days to perish.22 Louis Sanctus, Matteo Villani, Tommaso del 
Garbo, the anonymous comments in a Necrology (dead list) of Cividale del Friuli, Johannes 
della Penna, the Irish friar John Clyn,2® and many others pointed to the pneumonic and bubonic 
forms of the disease in 1348, but did not see these as clustering into two distinctive seasons: a 
winter pulmonary phase followed by a spring and summer bubonic one. During the third plague 
at Lucca in 1373, the physician Ser Iacopo di Coluccino kept a register (cedola) of visits to his 
plague patients. Four of the seven were stricken with pneumonic plague characterised by the 
coughing and spitting of blood. Interspersed with them were three plague patients with the 
characteristic buboes but without any pulmonary symptoms. There was no seasonal separation. 
The colder months had not brought on the pulmonary form. His observations stretched from 
May to November without any cases during the winter months.22 Other sources such as letters 
from merchants at Avignon in 1398-9 corresponding with Marco di Francesco Datini’s bank at 
Prato describe plague patients suffering from both forms of plague simultaneously and taking 
four days or more to die.22 Along with Guy de Chauliac and the doctor from Lucca, others 
reported that those afflicted with pneumonic plague invariably died (quickly), but the norm 
was still two days or more, and not with the lightning speed of modern pneumonic plague, 


when victims die within 24 hours if not treated immediately with antibiotics. 


My point, however, is different. By the beginning of the fifteenth century, contemporary 
reports of pneumonic plague — descriptions of coughing, vomiting blood, or other pulmonary 
complications — vanished almost completely. A few such as the merchant chronicler Giovanni 
Morelli continued to refer to these plague symptoms. He did so, however, while chronicling 
the Black Death of 1348 and, as he admitted, his information came from Boccaccio, not from 
his own experiences of plague in early-fifteenth-century Florence.** The latest of such 
descriptions of spitting or coughing of blood during a medieval or Renaissance plague that I 
have sighted come from outside Western Europe at a plague in Novgorod in 1424. 


Such knowledge of these earlier fourteenth-century plagues continued into the sixteenth 
century, when large sections of physicians’ plague tracts were devoted to recognising the signs 
and symptoms of plague, not only for the guidance of their fellow physicians but for the public, 
who were obliged to report plague cases in their homes and parishes on pain of serious 
penalties, including death.24 While the Genoese surgeon Boerio listed eight signs, the head of 
lazzaretti in three cities, Bellintani, cited 10, and Palermo’s protomedico, Giovan Filippo 
Ingrassia, listed 52.2 Clinical criteria focused on the skin disorders — the larger buboes in the 
principal lymph nodes, the smaller ‘carbunculi’ in and outside these regions, and the smaller, 
more numerous and more deadly morbilli, herpes, petecchie, ‘et simili mali’ across entire 
bodies.2° Yet, despite their detailed attention to these clinical features, none described the 
coughing or spitting of blood as present in the plagues of their day, even though they were 
aware of the writings of Guy de Chauliac and others who had described them for the Black 
Death. One such tract published in 1566 by a physician from Trento, then practising at 
Frankfort-am-Main, was completely dedicated to pneumonic plague ‘with the spitting of 
blood’.*’ But, unlike the vast majority of plague tracts of late medieval and early-modern 
Europe, it was purely historical and mentioned no plagues since the fourteenth century that 
were pneumonic. A decade later, the chair of medicine at Padua, Alessandro Massaria, 
revisited descriptions of pneumonic plague in 1348 and 1362 but confirmed that in his day 
plague had changed and admitted that he could not explain why the coughing and spitting of 
blood described by fourteenth-century writers were no longer present.22 


Physicians’ clinical descriptions of plague deaths in Milan’s Libri dei Morti, corroborate 
Massaria’s judgements. In these records physicians classified 806 deaths (of 6,993 plague 
cases) as plague even though death came so quickly — in a day or less — that the usual skin 
disorders, buboes, carbuncles, or pustules, had no time to form. Yet even with these, Milan’s 
physicians reported none who coughed or spat blood.” Instead, the Milanese physicians found 
consistently a trio of symptoms with plague — continuous fever, headaches, and vomiting. In 
hundreds of plague tracts across Europe into the eighteenth century as well as in the Milanese 
death records, physicians made clear that this vomiting was intestinal, with the bloating of 
stomachs, nausea, and diarrhoea, and had not derived from complications affecting the lungs.*2 


These features of plague in the early-modern period were not peculiar to Italy or to the 
warm Climates of the Mediterranean. After plague at Novgorod in 1424 and before the Third 


Pandemic, I know of only one source to mention pneumonic symptoms of plague without 
specifying that they pertained to plagues of the fourteenth century. A plague tract by Dr Gilbert 
Skeyne (who in 1568 became James VI’s physician) mentions the ‘spitting of blude’ in a list of 
plague characteristics but without specifying any plague and relying heavily on foreign 
sources.*! The next chapter (‘Signs of deth in pestilential personis’), also lists characteristics 
of plague but now mentions no pulmonary signs and instead makes clear that vomiting 
concerned ‘dolore of the intestynis’.4* Not even in the frigid conditions of the Baltic plagues in 
1709-13 were pneumonic characteristics described. Instead, detailed diaries, chronicles, and 
physicians’ reports from numerous villages, towns, and cities in Finland, Sweden, Denmark, 
and Northern Germany described the skin disorders of bubonic plague in great detail stretching 
through these unusually cold winters. These were the same buboes, carbuncles, and black spots 
seen with plagues of hot Mediterranean summers and elsewhere.*? Did the general 
disappearance of pneumonic plague from Western Europe around 1400 or before depend on an 
adaptation between the pathogen and the host, or was it the consequence of a genetic mutation? 
Perhaps later genetic analysis with specifically dated plague pits might be able to unravel this 


enigma. 


Seasonality and epidemiology 


Plague presents further patterns over the long term of the ‘Second Pandemic’ that were not as 
stable as its signs or as relatively straightforward as its one-time switch in symptoms. Like the 
patterns of signs and symptoms described above, these features also fail to match well with 
plague of the ‘Third Pandemic’ from 1894 to the present. First, the seasonality of medieval and 
early-modern plagues illustrates wide variability but also distinctive patterns. In 1348-9, 
plague could persist through the winter months as at London, where surviving last wills and 
testaments from the Court of Hustings show plague deaths mounting from December 1348 to 
April 1349.4 Unlike Guy de Chauliac’s description of the Black Death in Avignon, no source 
points to any change in the character of the disease in England from a pneumonic to a bubonic 
plague that may have corresponded with changing temperatures. Similarly, as we have seen, 
the last plague wave in Scandinavia and northern Europe in 1709-13 flared during 
exceptionally frigid winters even for these climes and yet remained bubonic. The remarkable 
flexibility in the seasonality of the Black Death disease over the long term of the ‘Second 
Pandemic’ fails to correspond with the close relationship between the fertility cycle of fleas 
and plague outbreaks during the ‘Third Pandemic’, especially when these outbreaks were 
predominantly of the bubonic form. 


Nonetheless, plagues of late-medieval and early-modern Europe assumed seasonal patterns. 
In his mid-fifteenth-century Commentaries, Pope Pius II called plague a ‘summer contagion’ .“? 
Evidence from last wills and testaments, necrologies of friars and religious confraternities, and 
the earliest burial records of entire cities (first Arezzo in 1373;° then Florence in 1398), 
confirm Pius’s generalisation, at least for regions of the Mediterranean. Almost without fail the 


disease there began to climb sharply in May and reached its peak at the hottest points in the 


calendar, either in June or July, and by September had virtually disappeared, even if, as the 
early-fifteenth-century Giovanni Morelli claimed, cases might smoulder unreported through the 
winter months.“ These patterns and their expectations contributed to long-lasting 
consequences for the habits and culture of urban residents in Renaissance cities, along with 
architectural changes in the countryside. After 1348, summers signalled a seasonal migration, 
at least for elites, who escaped cities for the bucolic life of the countryside. Increasingly, they 
built country villas, extolled the virtues of antique Roman leisure on country estates and 
attitudes of noblesse oblige over supposedly loyal country retainers and peasants as seen in 
Leon Battista Alberti’s Della famiglia or Giovanni Rucellai’s Zibaldone@ To be sure, 
Florentine patricians possessed country estates before the Black Death as with a branch of 
Florence’s banking family, the Bardi, who had built castles in the mountainous districts north of 
Florence at Mangona and Vernio, but these were military fortifications, not the villas of the 
Renaissance, and had been constructed more or less for year-round residency and not to escape 
the summer’s environmental dangers in cities. Moreover, land transactions recorded in the 
notarial archives of Florence show that this Black Death impetus extended to urban artisans 
and even the occasional skilled worker in the wool industry. Increasingly, they too invested in 
plots of land and cottages beyond city walls, to where they could escape during the summer 
months.22 


This summer pattern of plague in the Mediterranean is found beyond the Italian peninsula,2! 
but diverges sharply from the seasonality of the plagues in the twentieth century, dependent on 
reservoirs of rats and flea vectors. When bubonic plague appeared in places such as Taranto 
(Puglia) in 1945, it flared between September and November, and peaked in October, that is 
three to four months later than the medieval plagues had reached their peaks. Given the 
seasonal cycle of fleas and the Mediterranean rat flea (NV. fasciatus) in particular, mid-summer 
would have been the least likely moment for an outbreak of plague: June and July mark the 
lowest point in these insects’ populations because of high average daily temperatures and 
lower humidity. But, curiously, in colder northern cities in Europe, where published last wills 
and testaments or other death records such as necrologies and burial records survive — 
Besancon, Caen, Arras, Lille, Douai, Cambrai, Litibeck, Liineberg, Hamburg, and 
Braunschweig — another pattern can be detected that differed markedly from the Mediterranean 
pattern: mortalities here peaked in the cooler months of these cooler climes, that is, in October 
or November.2* Why colder weather should have favoured late medieval-Renaissance plague 
in the north has yet to be explained. But as in the south, these northern peaks of late autumn, 
even early winter, fail to correspond with the heights in the rat flea’s fertility cycle, especially 
given that by the fifteenth century ‘the Little Ice Age’ was already forming in northern Europe 
(though not yet in the Mediterranean), causing temperatures to drop significantly lower in these 
regions than they are today. 


Late-medieval and early-modern plague in Europe presents other patterns equally enigmatic. 
From 1347 to 1351 the Black Death appears to have been as disastrous in large cities and 
towns as in small villages or even in isolated and sparsely populated mountain districts, as 
William Rees discovered almost a century ago for hamlets in the region of Snowdonia. 


Moreover, the mountain outpost of Mangona in the Alpi Fiorentini was the only commune in the 
territory of Florence to receive special compensation from the city because of the ravages of 
the Black Death in 1348.4 As far as the statistics allow, certain villages such as ones on the 
estates of Crowland Abbey, or around St. Flour (Auvergne) in the mountains of the Massif 
Central, experienced mortalities that exceeded 70 per cent,2° and were as high as any mortality 
rates in crowded densely packed European cities of 1348. But in the countryside, the mortality 
rates could vary dramatically from one village to the next, as in Cambridgeshire in 1348, for 
instance, between 5 and 70 per cent. As Matteo Villani commented, plague in Friuli and 
Slovenia in 1358 ‘struck in the way of a hail storm, leaving one area intact while destroying 
another’.2/ For the second plague wave in Central Italy of 1362, he changed his metaphor but 
emphasised the same pattern. In the mountainous region of the Casentino, northeast of Florence, 
plague struck certain hamlets but skipped others, ‘similar to early thin clouds through which 
rays of sunlight appear, casting light here but not there’.2° Here, the reader might find parallels 
with the seemingly random character of the spread of plague in the late nineteenth and twentieth 
centuries, which was dependent more on the pathways of rodents than of people. These 
similarities, however, end with the pervasiveness with which the Black Death spread through 
most of Europe in a little over three years. As George Christakos and his team of 
epidemiologists have shown, the Black Death covered space in a given period of time by two 
orders of magnitude greater than had any plague anywhere since Yersin’s discovery in 1894, 
despite the latter’s advantages of transmission by railway, steamship, and motorised 


vehicles.22 


The scattered facts of high mortalities in certain villages may also lead the reader to 
conclude that the geographical mortality patterns of late-medieval and early-modern plague 
correspond with those the epidemiologist Major Greenwood discovered for plagues in India 
during the early twentieth century: unlike diseases that spread person-to-person as with 
measles or influenza, plague of the ‘Third Pandemic’ has exhibited an inverse relationship 
between the size of a community and rates of mortality. Plague rates of mortality in villages 
of the Punjab during the early twentieth century greatly exceeded those in Mumbai or Lucknow: 
for the former they could reach as high as 30 per cent, while for the latter, they never exceeded 
the 2.7 per cent scored at Mumbai in 1903. No such patterns, however, are seen with plague 
rates of mortality in Europe, either during the Black Death of 1347-51 or for later plagues 
through the early-modern period. The population losses in Europe’s large cities such as 
London, Barcelona,®! Tournai, Ghent, and many others topped 50, even 60 per cent, in 1348. 
The urban population of Florence may even have fallen by as much as three-quarters during six 
months of plague in 1348. 


The return of plague in the seventeenth century could be as devastating. In the plague of 
1630-1 Milan lost over half of its inhabitants, and in Italy’s last major plague of 1656-7, 
Genoa and Naples lost between 60 per cent and two-thirds of their populations.’ By contrast, 
from the fifteenth to the seventeenth century, the relationship was the opposite of that which 
Greenwood argued for twentieth-century plague: in market towns and country hamlets plague 
deaths fell, as can be seen for Tuscany during the fifteenth century, when the city of Florence’s 


population stagnated, while those of its surrounding countryside (contado) gathered pace, 
despite inward migration to cities. Scholars have even claimed that plague became ‘mainly an 
urban event’ during the early-modern period and not one of small places or of the 
countryside. As Guido Alfani has shown, early-modern plague played a key role in reducing 
Italian urbanisation rates’.®2 Even when mortalities climbed in villages and penetrated through 
the countryside in various regions of Italy with the plagues of 1630-3 and 1656-7, still in 
places such as the diocese of Salerno, where rates of mortality can be measured and compared, 
urban parishes experienced the higher rates,°° and within the countryside rates of mortality 
tended to vary positively with population density.” 


Why plagues from at least the fifteenth century should have become more virulent in cities is 
yet another unanswered question and in some respects is counter-intuitive. The major 
investments and breakthroughs in sanitation and public health in early-modern Europe — 
imnovations in hospitalisation, systems of quarantine and surveillance, nursing and food 
subsidies for plague victims, their families, and the poor — centred on cities, not on the 
countryside. As historians such as E. L. Sabine argued in the 1930s for medieval London,” 
and Carole Rawcliffe has now demonstrated for medieval cities across England, the Black 
Death was a stimulus for sanitary and environmental reform with investments in public 
latrines, sewage, systems of piped water, controls on butchering and garbage disposal.” In 
addition, the halving or more of urban populations, combined with notions of miasma and fears 
that smells, trash, squalor, and urban concentration sparked plague and other diseases,“ 
encouraged major changes in urban landscapes. Cities such as Florence became more open as 
elites destroyed the tangles of twisted medieval streets to broaden boulevards and public 
squares and to build palaces and gardens as models of the new ‘ideal’ cities of the 
Renaissance. Yet, despite these reforms and sanitary changes, cities such as Florence, hard-hit 
by plague until the early sixteenth century, increasingly had to rely on excess numbers from the 
countryside to replenish their urban populations, which failed to return to pre-Black Death 
levels until the second half of the nineteenth century. 


Mentalities and policies 


Patterns of plague had other momentous effects on mentalities. With few exceptions, plague 
mortality rates declined steadily and steeply from 1348 to the mid-fifteenth century. As 
Raymond Chalin charted: ‘In 1348, two-thirds of the population were afflicted, and almost all 
died; in 1361, half contracted the disease, and very few survived; in 1371, only one-tenth were 
sick, and many survived; in 1382, only one-twentieth became sick, and almost all survived’. 
No doubt, Chalin’s trend-line was overly optimistic, especially for 1382, but as seen from age 
pyramids constructed from the Florentine tax record, the Catasto of 1427, and from last wills 
and testaments in Tuscany and Umbria of the first half of the fifteenth century, plague 
mortalities had settled down to 2 to 5 per cent of the population (and not the catastrophic 
fourteenth-century levels of 20 to 70 per cent), that is, until the disastrous plague of 1449-52 


and that of 1478-80 in Italian cities such as Florence and Milan. Reflecting further the 
symbiosis between plague and its human hosts, the Black Death became increasingly a 
childhood disease: the second plague of 1361-3, which chroniclers across Europe called the 
plague of children, was no one-off exception. According to burial records at Siena (that 
divided plague deaths into children and adults) and at least one chronicler — the Pisan Ranieri 
Sardo — the disease sharply and steadily became one of children between 1348 and 1383: the 
proportion of victims under twelve rose from a third in 1348 to half in 1361, to two-thirds in 
1374-5, and to 88 per cent in 1383.2 


Correspondingly, the rapid changes in the body’s adaption to its new pathogen sparked an 
abrupt shift in attitudes: no ‘I’histoire immobile’ was at play here.“ With the first onslaught of 
plague, 1347-51, religious leaders, merchant chroniclers, and physicians looked to the 
heavens and stars to explain the apocalyptic levels of mortality, which they proclaimed had 
never before been seen even in Biblical times. Their explanations centred on sin or cosmic 
transformations well above the human sphere. Either way, secular human action, whether 
through governmental dicta or medical intervention, was viewed with scepticism, even 
hostility. As the Parisian doctor Simon de Couvin declared in 1350, the Black Death had 
confounded all doctors: ‘the art of Hippocrates was lost’ and ‘no medicine was more 
efficacious than flight’. Those outside the medical profession were more damning. For 
Boccaccio, ‘neither the advice of physicians nor any medicine was of any value’. Siena’s 
principal chronicler, Agnolo di Tura del Grasso, was forced to bury his five sons with his own 
hands in the summer of 1348 and claimed that ‘people’ realised ‘any [medicine] tried only 
brought a quicker death’. His Florentine contemporary, Matteo Villani, concurred: ‘doctors 
from all over the world... had no remedy . . . they visited the sick only to make money’. 


This pessimism did not, however, continue. As early as the second plague, physicians were 
interpreting changes in the body’s resistance as the consequence of their own medical 
procedures and interventions. By the fourth plague in the early 1380s the physician of three 
popes at Avignon reflected on the plague trends and praised his generation of physicians for 
the steep declines in mortality and morbidity. Amongst others, a Venetian physician at the end 
of the fourteenth century joined the chorus of self and professional adulation, claiming to have 
cured a hundred plague patients in his practice. Around the same time a Portuguese physician 
made similar claims: in the ‘last big plague’, by his methods he had cured ‘an infinite number’. 
Other doctors cured themselves (or so they believed) and wished to make their experiments 
and experiences available to fellow doctors, their citizens, ‘and to the world’ £2 At the end of 
the fourteenth century, Dr Stephanus of Padua described himself and his wife afflicted with 
plague — four days ‘of horrendous fevers and the detestable signs’. But with his regime of 
remedies he cured both of them and afterwards (so he claimed) ‘many other citizens of Padua’. 
Emboldened by his ‘successes’, he boasted to have ‘triumphed over the plague’, and wrote 
down his recipes to benefit the citizens of Padua, to whom he dedicated his tract.2! The 
remarkable growth of this virtually new form of medical writing is testimony to the confidence, 
even hubris, of this new post-Black Death generation of physicians. According to the medical 
historian Arturo Castiglioni, by the fifteenth century, the plague tract had become ‘a new genre 


of popular literature’ and thousands of them continue to survive in rare book rooms across the 
82 
globe.° 


Doctors were not the only ones to advertise medical successes. By the early fifteenth 
century, the Florentine merchant Giovanni Morelli advised his children and future progeny to 
seek out and observe ‘diligently the remedies of valiant doctors’: 


[In 1348] no one had any remedy or cure; the plague was so great and fierce that none could help in any way, and for 

these reasons people died without any relief. Yet today because of the present plague and many others that we have lived 

through, there are now cures . . . Doctors’ advice and their preventive rules provide an arm to defend against this 
83 


disease’s poison.“ 
Such a change in confidence regarding the power of human intervention to alter the natural 
world was not limited to Italy. As early as the late 1350s, John of Burgundy boasted that his 
advice on plague treatment came from ‘long experience’ and had given his generation of 
physicians a new seal of authority: they now surpassed Arabic and ancient authorities, ‘who 
had never witnessed a plague of the duration and magnitude of the plagues in his day’. By the 
third plague, Johannes Jacobi of Montpellier went further: ‘since the plague had invaded us so 
frequently, we have much to say from experience, while the ancients could say little’.24 With 
the next plague in 1382 Raymond Chalin was less respectful: the ancients did not understand 
the causes of plagues or know how to deal with them. . . they had left everything in 


confusion’ 22 


With the rise in plague mortalities in the second half of the fifteenth century, Renaissance 
confidence began to wane. Again, patterns of plague conditioned patterns of mentality. For 
more than a century, medical writing on plague shifted from the vernacular back to Latin and 
once again became steeped in erudite debates filled with citations that bowed to the authority 
of Arabic and ancient authors. Boasting from experience and experimentation, with claims of 
curing ‘infinite numbers’, had now disappeared.“ But with plague engulfing Italy from coastal 
towns in southern Sicily to the mountain passes north of Trento in 1574, plague writing shifted 
again and their publication increased exponentially. Now, physicians and even some 
theologians challenged more vigorously than ever before the old Galenic principles and 
theological causes of plague. In their place, writers pointed to poverty, poor housing, 
insanitary sources of water and the absence of plumbing as the culprits, and called on the state 


to intervene./ 


Did conscious human endeavours to control plague, in turn, contribute to shaping the 
contours of plague? During the second half of the fourteenth century, gaps between successive 
strikes of plague were roughly the same throughout Europe, one every 10 to 14 years. Then, 
first at Ragusa, the gaps between successive plagues widened. Between 1482 and 1526, no 
plagues entered Ragusa’s gates, and the city experienced its last plague of the Second 
Pandemic in 1533. Corresponding with these patterns were political and bureaucratic 
imnovations within the city of Ragusa: not only did it create the first plague quarantine 
(actually, a trentina) in 1377; less well known, it created the first health office in 1392, first 
permanent health office in 1397, and throughout the fifteenth century strengthened its systems of 


disease surveillance, as Zlata Blazina Tomié and Vedsna BlaZina have recently shown.®2 In the 
sixteenth century, plague gaps widened in Italy, where new forms and procedures of quarantine 
and plague control were also implemented. To be sure, such elongations might reflect changes 
in the adaptation of pathogens to their human hosts, changes in environment, or possibly 
changes in the pathogens alone. But that these changes should reflect sharp differences in 
political as opposed to ecological borders suggests that conscious human factors were at play. 
Indeed, they correlate with differences in developments of public health care policies and 
infrastructure. For Europe, the Italians led the way. Early initiatives included the plague 
legislation at Pistoia in 1348, quarantine procedures in Milan in 1374, or lazaretti at Venice in 
1422. With the Italian plague of 1574—7, changes in policies and practice became more 
pervasive through the peninsula. They included developments of health boards backed by city- 
state and territorial authority, enforcing martial law, building and improving new plague 
hospitals that more rigorously enforced the isolation of plague patients, places and procedures 
for quarantining and cleansing goods, new organisation for street cleaning and the emptying of 
latrines, the invention of health passports, the posting of guards at city gates and mountain 
passes, and new systems of gathering information on plague outbreaks with spy networks that 
by the end of the sixteenth century extended to intelligence gathering by Italian cities across 
Europe and into Africa and Asia. Italian governments and physicians were the first to address 
what they began to see as the fundamental causes of plague — filth, excrement, bad housing, bad 
plumbing, and poverty — and they made concrete proposals pe improving quarantine, the 
cleaning of latrines, and the implementation of better plumbing.2? These new approaches left 
their mark. While plague remained more or less endemic in France, England, Scandinavia, and 
German-speaking regions into the olan century, with epidemic outbreaks every 
generation and in places more often,“ the gaps separating successive epidemics in ne) 
lengthened, especially during the sixteenth century to its last major plagues in 1656—7 
Between 1540 and 1666 devastating plagues struck nine times in onl which had yet to 
adopt the Italian systems of gate and border guards and quarantine,1 and in Denmark (which 
did not institute state-wide plague regulations until 1625) 11 major plagues hit between 1550 
and 1660. In addition to numerous plagues, which appear to have sprung internally within the 
regions of central Europe, a further 11 plagues from outside penetrated its ports and spread 
through the region between 1560 and 1660. 


By contrast, after 1524 only two plagues afflicted Milan and Venice, and only one ee 
struck Florence. Before 1576, plague had not struck Palermo for a hundred years,“ and 
afterwards, only one occurred, its finale, in 1624. No plagues hit Genoa, Rome and many other 
major cities cee 1579 and 1656, while for Milan and Venice, the devastating one of 1630 
was their last one.2 The Italian peninsula as a whole was the first region of Europe, Asia, or 
Africa, beyond a single city-state, to rid itself of the major plagues of the late-medieval and 
early-modern variant.2° From the late sixteenth to the mid-seventeenth century, public officials 
and physicians in other regions of Europe began translating the great outpouring of public- 
health-minded tracts produced by Italian physicians and other intellectuals during the plague of 
1576-9,” and soon afterwards began systematically to adopt Italian anti-plague systems as in 
Central Europe after 1640. As a result, a pattern that replicated the Italian experience of a 


century earlier began to take shape with a dramatic decline in the frequency of plagues but with 
at least one last catastrophic strike as had happened in parts of Italy: Stockholm, Copenhagen, 
Danzig, and places in East Prussia paid the price of the absence of plague in their regions with 
one last devastating plague in 1709-13, as did Marseille, its region and other towns in 
southern France a decade later, when their grande finale after a long absence reaped between 
half and two-thirds of their populations. 


Conclusion 


The patterns of late-medieval and early-modern plague, including variations in signs and 
symptoms, trends in adaptation between pathogens and hosts, and shifts in seasonality, show 
some parallels with other infectious diseases as well as enigmas that remain to be studied. 
Some of these puzzles, but not all of them, relate to the abrupt, and yet to be explained, changes 
in the character of plagues during the late Middle Ages and early-modern period and those of 
the ‘Third Pandemic’, such as differences in speeds of transmission, levels and nature of 
contagion, seasonality, and signs and symptoms. These findings invite new questions and 
should encourage new cooperation between historians and those involved in the biological 
sciences — bio-archaeologists, microbiologists, and geneticists who analyse traces of ancient 
DNA. How do we explain, for instance, the transformation of the plague around 1400 from a 
disease that had combined bubonic and pneumonic forms of plague as evinced by the violent 
spitting of blood to ones in which all pneumonic symptoms had disappeared? Was it simply a 
matter of a gradual adaptation between pathogen and host or did a significant mutation in the 
pathogen suddenly occur? The same question could be asked of the shift in plague during the 
seventeenth century in Italy, when the disease recovered its capacity to spread rapidly through 
rural areas, to kill across social classes, and to reap levels of mortality in cities such as Milan, 
Naples, and Genoa comparable to what they had been with the Black Death in 1348. In 
mapping various patterns of plague over the long term of the ‘Second Pandemic’, this chapter 
has also attempted to raise other points currently of little concern to geneticists and 
microbiologists, such as how patterns of plague changed social practices and mentalities in 
late-medieval and early-modern Europe and, in turn, how conscious human endeavours well 
before the ‘laboratory revolution’ could to some extent control this major scourge of late- 
medieval and early-modern societies. 
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11 
SYMPTOMS OF EMPIRE 


Cholera in Southeast Asia, 1820—1850 





Robert Peckham 


Dr. Stewart referred to the report of the disease which prevailed in the Milbank Penitentiary, at a time when the country 
as little dreamed of a visit from cholera, as from the emperor of China . . . 


(‘Westminster Medical Society: Discussion on the Cholera’, Lancet, 17 March 1832, vol. 1, no. 446, 869—72 (870)) 


This chapter explores the interrelationship between empire and infectious disease during the 
close of the second era of imperial expansion in South and Southeast Asia. In 1817, an 
outbreak of cholera — an acute diarrheal infection now understood to be caused by ingestion of 
the bacterium Vibrio cholerae — diffused from Bengal across the world, in what has since been 
termed the first Asiatic cholera pandemic (1817—24).2 The global dispersal of cholera 
coincided with an expansion of British influence in Southeast Asia following the Napoleonic 
Wars, the erosion of French influence in the Subcontinent, and a retrenchment of Dutch trading 
activity. 


In 1811, the British invaded Dutch Java, strengthening their hold over the East Indian 
Archipelago (Indonesia). Although Java was relinquished in 1816, British influence in the 
Malay Peninsula was formally recognized with the Anglo-Dutch Treaty of 1824 — concluded 
the same year that a British expeditionary force seized control of Rangoon from the Burmese 
Konbaung dynasty during the First Burma War. As a result of the Anglo-Dutch Treaty, Britain 
was ceded Malacca (Melaka), while the Dutch recognized British claims to Singapore, the 
East India Company (EIC) trading post established in 1819 by Thomas Stamford Raffles. In 
1826, Malacca, Dinding (Manjung), Penang or Prince of Wales Island, and Singapore were 
subsumed in the ‘Straits Territories’.2 Meanwhile, a Siamese invasion of the Sultanate of 
Kedah in 1821 led to Lord Hasting’s appointment of John Crawfurd as head of an embassy to 
the court of King Rama II, with a view to forging better relations between the Kingdom of Siam 
and the EIC. Further east, the British continued to push for concessions in China. In 1816, Lord 
Amherst was dispatched on a mission to seek further trading privileges from the Qing dynasty.4 
The progress of disease from Bengal in 1817 was thus intertwined in complex ways with 
efforts to extend and consolidate British commercial interests across Asia, and in particular 
with the promotion of the opium trade. 


It is, of course, a commonplace to claim that infectious disease spreads along the expanding 


networks of empire. Trade and disease are coeval processes.2 Epidemics of cholera in the 
nineteenth century called attention to the multiplying webs of communication between Britain 
and the colonies, tracing out ‘the contact lines of empire’.° As Alan Bewell has remarked, 


the British understanding of and response to cholera cannot be explained without reference to its global context. Cholera 
crossed many of the boundaries — cultural, geographical, and climatic — that were thought to exist between Britain and its 
colonial possessions, and by so doing it challenged those boundaries and led to their reconceptualization. It changed how 


the British saw themselves and their place in the colonial world.Z 


While there is a copious literature exploring the ways in which cholera was ‘Asianized’ in the 
West and the fears triggered by the specter of an ‘Oriental scourge’,? the emphasis in 
contemporary scholarship on Asia has tended to be exclusively on India and, in particular, on 
tracking the disease’s inexorable westwards march from its purported ‘home’ in the deltas of 
the Ganges and Brahmaputra rivers. There has been good reason for such a focus, of course, 
given the scale of mortality from cholera during the nineteenth century. Although the figures 
remain debated, an estimated 15 million died of cholera in India between 1817 and 1865.2 


For all the emphasis in recent imperial historiography on networks and interconnectedness, 
however, the contemporary story of cholera — its ‘biography’ as Christopher Hamlin would 
have it — remains a strangely one-dimensional affair, with Southeast Asia and China invariably 
relegated to a footnote, or absent altogether./2 In the words of the eminent Irish surgeon Robert 
James Graves, ‘There is a popular idea current, that [cholera’s] course was westward; such 
was the case in Europe, but in most of Asia it was eastward’ [original italics]! As Kerrie 
MacPherson has observed of cholera in China: 


Although watched with keen interest wherever it has prevailed since 1817, its westward diffusions into a susceptible 
Europe (1830) have attracted the most attention, obscuring its eastward advances. This bias partly explains why 
authorities disagree on the chronology of the six pandemics that swept the world, and in the case of Chinese researchers 


even the number of pandemics between 1817 and 1925.42 


Most recent histories of cholera follow in the steps of nineteenth-century accounts in their 
sketchy description of the pandemic’s progress across Asia. China, Korea and Japan are 
invariably referenced as sites of distant infection. Their inclusion in a litany of ‘exotic’ place- 
names is largely gestural, serving to underline the disease’s unprecedented global reach, with 
minimal discussion of specific cholera episodes or the impact that they may have had on local 
communities. China tends to be conjured as a symbolic geographical marker; a vanishing point 
where disease disperses into the hazy vastness of an uncharted landmass. The very 
nebulousness of ‘China’ functions as a framing device for bringing a sharper clarity to 
cholera’s unexpected eruption at ‘home’. As The Lancet declared in a discussion on cholera in 
1832, the idea that Britain might experience a visitation of this Asiatic pestilence seemed to 
many contemporaries as absurd an idea as a sojourn in England by the emperor of China. 


There is thus an imperative to reappraise cholera’s global history, moving beyond the token 
inclusion of Southeast Asia in essentially ‘Western’-oriented works, to a more thorough and 
thoughtful analysis of how cholera was experienced and understood, and what impacts it may 


have had on the Asian regions it affected. In this chapter, my scope is necessarily more limited. 
The aim in what follows is to explore how British commentators — surgeons, traders and 
predominantly medical missionaries — conceptualized Southeast Asia and China in relation to 
cholera: from the first pandemic through the 1830s to the Opium War of 1839-42, which saw 
the demise of the ‘Canton system’, the establishment of Hong Kong as a British colony, and the 
creation of strategic Western-dominated treaty ports along the Chinese coast at Shanghai, 
Ningpo (Ningbo), Foochow (Fuzhou) and Amoy (Xiamen). 


My purpose is to explore how British efforts to establish strategic port-cities across 
Southeast Asia, adopting more aggressive policies of ‘opening up’ China to the opium trade, 
might be related to shifts in how the diffusion of cholera was understood. There is a significant 
change in how British commentators wrote and thought about cholera in China from the 1840s, 
when more systematic attempts were made to situate the disease’s distinctively local 
manifestations within a broader global understanding of the disease’s etiology and modes of 
transmission. In Southeast Asia, this period also saw a more overt form of British imperialism 
characterized by the rise of commercial firms after the Charter Act of 1833 brought an end to 
the EIC’s trading monopoly in China.44 Cholera, as a local but transnational phenomenon, I 
suggest, has historically been ‘pegged’ to imperialism; the historical context of this ‘pegging’ — 
the fixing of an equivalence between ‘choleric’ and ‘imperial’ imaginaries — forms the 
principal focus of the chapter. 


How did British residents and travellers across Southeast Asia during the first two cholera 
pandemics view themselves in relation to extending imperial networks? In addressing this 
question, I seek to show how efforts to make sense of cholera through plotting its incidence not 
only helped to define the identity of a disease, but also served to delineate irregular networks 
of British interest across Asia from India to the Straits Settlements, the East Indian 
Archipelago, Canton (Guangzhou) and beyond. The trade routes opened up by opium and tea, 
and bolstered by the movement of troops, were understood to be pathways for the circulation 
of cholera. From the eighteenth century, the EIC had monopolized the sale of opium in India, 
licensing private traders to export it to China: by 1830, over 30,000 chests were being 
shipped, rising to 40,000 in 1838. Empire, the opium trade and global capitalism were 
profoundly entangled in Southeast Asia.4° Colonial budgets and labor markets remained 
dependent on the revenue generated by opium until the end of the century./4 Singapore provides 
a particularly striking example of opium’s importance. Explicitly conceived at its foundation in 
1819 as a ‘fulcrum for the support of [British] Eastern and China trade’ and as a strategic 
locale for promoting a ‘nearer link’ to China, the city’s development to hub-port was 
predicated on the import and export of the drug./8 ‘For a full century’, observes Carl Trocki, 
‘Singapore was “Opium Central: Southeast Asia.”’49 


Despite recurrent epidemic episodes, it was not until the mid-century that the disease 
became a focus of policy and an object of more systematic enquiry. As MacPherson has 
observed, in the new treaty ports such as Shanghai, established after 1842, cholera assumed 
“pride of place’ in medical investigations: ‘no other disease from then until the 1880s [when 
the cholera bacillus was discovered] generally so terrified Europeans.’22 From the 1840s, 


China’s southern and central coasts were increasingly viewed as entryways for the diffusion of 
cholera to North China, Korea and Japan, where the disease (korori/korera) may have been 
introduced through Nagasaki or Shimonoseki in 1822.2! More concerted efforts were made to 
track the disease’s transmission with a view to implementing preventative strategies. Although 
reports on the cholera in Southeast Asia do not pervade the British archives in the 1820s and 
1830s, what evidence survives does, nonetheless, provide a critical counterpoint to more 
familiar views of cholera’s Indian ‘origins’ and its westward march, thereby offering a means 
of recovering an often ignored facet of cholera’s global history. At the same time, re- 
considering the pandemic’s eastward trajectory may provide a fresh perspective on an earlier 
and much less theorized period of imperial history. 


Shadow imaginaries: empire and disease 


The emphasis, here, is on the visualization of cholera; on ways of seeing; on empire and 
disease first and foremost understood as spatial phenomena. Visualization, in this context, 
designates not only the pictorial representation of information — for example in maps or the 
inclusion of images in disease reports — but also what the art historian W. J. T. Mitchell has 
termed ‘textual pictures’, that is, representations of space across a range of media, from 
newspaper accounts to official documents and scientific literature.” 


Many British observers in Asia sought to understand cholera by inferring comparisons 
between places on the basis of the disease’s movements in time and space, with China as one 
nodal point in a ramifying global network of disease. A recurrent theme in early nineteenth- 
century cholera reports is the importance attached to the spatialization of infection. The maps 
that accompanied such reports drew on a strand of eighteenth-century medical cartography that 
endeavored to map the progression of diseases between places within a locality. Cholera 
reports linked the disease to the murky ‘tanks and ponds of the Gangetic Delta’ and to the 
‘swampy surfaces of the Sunderbunds [which] were converted into apparent spiracles of 
poison’ .*2 Yet if cholera was attributed to insalubrious configurations of place and atmosphere, 
contagionist ideas gained increasing ground. It was noted that disease outbreaks coincided 
with the movement of human populations. Analyses of cholera’s diffusion illustrated ‘with 
singular clearness, the constancy with which the disease followed the track of ships, armies, 
pilgrims, caravans, and individuals, from one country to another’ .2° Idioms of trade, war and 
flight were applied to the disease itself: cholera was ‘exported’, ‘attacked’ and ‘migrated’. 
Enumerating the ‘geographical itinerary’ of the disease as it moved between villages and 
towns in Bengal ‘would almost form an itinerary gazetteer of the province’ .~ 

The physician James Jameson prefaced his influential Report on the Epidemick Cholera 
Morbus in Bengal between 1817 and 1819 with a map drawn up using data furnished by 
responses to a questionnaire sent out by the Bengal Medical Board, which strove to gather ‘the 
collective experience of a large number of individuals’. The object of the enquiry was 
explicitly framed, with the deployment of visual tropes, as the bringing to light of ‘hidden 


causes’. Tracking the path, flow and current of the ‘pestilential virus’ would help to ‘elucidate 
the laws, by which its progress was regulated’ and in so doing plot ‘a correct narrative of the 
circumstances which marked the origin and progress of a malady, perhaps more destructive in 
its effects, and more extensive in its influence, than any other recorded in the annals of this 
country’.28 The emphasis in Jameson’s black-and-white index map ‘shewing the places chiefly 
visited by the Epidemick’, was on British garrisons where outbreaks of cholera had been 
reported. 22 Despite the arguments presented in the main body of the Report — where the British 
are exonerated of blame for the infection’s dispersal and the emphasis is on meteorological 
factors including the ‘distempered’ weather — cholera locations and colonial placements 
become synonymous (see Figure 11.1). As Tom Koch has recently observed, Jameson’s map 
suggests ‘the commonality of British military and political outposts as a single field of 
epidemic infection distinct from any occurring in the local populations of Indian cities and 
towns’ 22 

A similar relationship between colonial locales and the progression of disease is 
underscored in other maps produced in the 1830s, such as Frederick Corbyn’s 1832 index map 
of India, which documents cholera outbreaks in British regimental stations across the country. 
While India is depicted as the epicenter of cholera in many such maps, others aimed to show 
the disease’s progressive diffusion along global pathways. Thus, the British physician 
Alexander Turnbull Christie in his Treatise on Epidemic Cholera noted the disease’s arrival in 
Malacca (1819), Siam (1820), Canton, Whampoa (Huangpu) and Macao (1820), ‘where the 
alarm produced by it among the Chinese merchants was so great as to occasion a serious 
interruption to commerce’ (see Figure 11. 2).2* ‘From the Bay of Bengal’, wrote the Indian 
army surgeon James Kennedy in 1831, ‘the cholera extended eastward along the coast of the 
Asiatic continent, and through the islands of the Indian Ocean, to the farther boundaries of 
China’ with Canton ‘invaded?’ in the fall of 1820 and Peking (Beijing) suffering from contagion 
the following year.°3 ‘In the continent of Eastern Asia’, remarked William Macmichael in an 
article on the cholera spasmodica in 1832, ‘the cholera also followed the great media of 
communication between mankind’: ‘It has mastered every variety of climate, surmounted every 
natural barrier, conquered every people.’ 





Figure 11.1 ‘Index Map Shewing the Places Chiefly Visited by the Epidemick.’ From James 
Jameson, Report on the Epidemick Cholera Morbus: As it Visited the Territories 
Subject to the Presidency of Bengal, in the Years 1817, 1818, and 1819, Calcutta: 
Government Gazette Press [A. G. Balfour], 1820. © British Library. 


Cholera was construed as a condition that could be educed from a collection of disparate 
symptoms. Robert Strange, for example, in his ‘Observations on the Cholera Morbus of India’, 
sought to argue for a continuity of disease across Southeast Asia, even while recognizing 
differences in its local manifestation. As a Company surgeon on board the East Indiaman the 
Charles Grant, Strange had sailed from India to China (1825-7). During the course of the 
journey, the ship had experienced two visitations of a debilitating disease, which Strange 
diagnosed as cholera: one as the ship lay at anchor on the Hooghly River in West Bengal and 
one at Whampoa, an anchorage approximately 10 miles downstream from Canton. Despite the 
differences between the symptoms in the two cases, Strange argued that they were both 
‘cholera’, suggesting that the disease could take various forms and was produced either by 
‘infectious miasma arising from putrid stagnant marshes, or by the contagion arising from the 
bodies infected by the disease’. 
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Figure 11.2 ‘Map of the Countries Visited by the Epidemic Cholera From the Year 1817 to 
the Year 1830, inclusive.’ From Alexander Turnball Christie, A Treatise on the 
Epidemic Cholera; Containing its Histories, Symptoms, Autopsy, Etiology, 
Causes and Treatment, London: J. and C. Adlard, 1833. © British Library. 


A lengthy editorial on the progress of the ‘blue’ cholera in The Lancet in 1831 similarly 
emphasized the process by which cholera’s ‘new’ identity (in contradistinction to the ‘old’ 
cholera) was to be constructed through the amalgamation of its symptoms.“° This was, in part, 
a visual process, the aim being to bring the disease ‘within the immediate range of our own 
grasp and vision’ in order to ensure that the new disease entity remained ‘unincumbered [sic] 
by the clouds with which far-distant objects are so frequently invested’ .2“ A map was included, 
along with instructions for the reader: ‘In the examination of the map it should be observed, 
that places which the malady has visited, are marked with a dot, and surrounded by a black 
circle’.225 Despite the map’s purported aim to show ‘the progress of the cholera in Asia, 
Europe, and Africa’, the focus is squarely on Europe, with Asia extending no further than the 
east coast of India in the Bay of Bengal. An inset map emphasizes the area around Calcutta and 
Mysore as the ‘home’ of the disease. While the map is concerned chiefly with the disease’s 
‘uninterrupted tour from the Gangetic Delta to the river Wear’, the emphasis in the body of the 
text is on the worldwide spread of cholera — on its ‘geographical history’.22 ‘Pestilence, 
though the offspring of one locality, soon extends its desolation to many’, the author 
disclaimed.“2 Emphasis was placed on the disease’s ‘reiterated persecution’ as the author 
tracked ‘the migration of the cholera over the gulfs and arms of the ocean which wash the 
littoral boundaries of the Indian peninsula’ to Ceylon (Sri Lanka), Malacca, Macao, Canton 
and across China.*! This is an epidemic mapping that delineates an expanding empire and the 
consolidating junctures of Britain’s global trade and military interventions, in particular the 


penetration of Asia. EIC troops and commerce had brought the cholera to Burma where it was 
manifest during the first Anglo-Burmese War (1824—6); from Burma it moved to Singapore and 
eastwards to Canton, Wenchow (Wenzhou), Ningpo and the Yangtze Valley, with outbreaks in 
Peking and central and northern China between 1822 and 1824. 


Raffles himself tracked the cholera as it moved from Bengal along the rim of the Indian 
Ocean, threatening British possessions there. In a letter to his friend the English Orientalist 
William Marsden from Calcutta dated October 1818, he remarked that ‘the heat has been 
extremely oppressive, and the whole of India very sickly — it is computed that not less than two 
millions have fallen a sacrifice to what is here called the cholera morbus’.“* In February 
1820, Raffles observed in another letter, penned at sea en route for Sumatra: ‘The cholera 
morbus has lately committed dreadful ravages at Acheen, Penang, and Quedah: it is now raging 
at Malacca, and I have great apprehensions for Singapore.’“? And from Bencoolen (Bengkulu), 
where he had been appointed Governor-General, Raffles wrote in July 1821: ‘Java, I am 
concerned to say, is suffering under all the miseries of the exterminating cholera; the deaths 
average eight hundred a-day, and from ten minutes to four hours is the usual period of 
illness.’4 


Empire becomes analogous to an emergent disease, which is discernable through an 
assemblage of symptoms and ‘hot spots’ on the map. Indeed, a preoccupation with maps and 
mapping is evident throughout Raffles’ letters. Thus, in a letter to his cousin written on a 
journey to Calcutta in 1819: ‘If you refer to the map, and observe the commanding position of 
Singapore, situated at the extremity of the Malay Peninsula, you will at once see what a field is 
opened for our operations.’“? Like disease, British influence in the region is thought of as an 
aggregation of hubs in an extended political community, however loosely conjoined. Imperial 
‘bridging’ involves an equivalent process of visualization and, specifically, the mapping of 
comnections that reveal the contours of otherwise invisible entities: disease and the often 
ambiguous, quasi-colonial emplacements which constitute emergent empire. In summary, 
disease and empire function as shadow imaginaries: the one implicitly outlining the form of the 
other. 


As Matthew Edney has argued, geography played a crucial role in the development of the 
British Empire, particularly in the EIC’s subjugation of South Asia: from James Rennell’s 
survey of Bengal in the eighteenth century to Sir George Everest’s completion of the first phase 
of the Great Trigonometric Survey of India in 1843.“° In this chapter, however, the focus is not 
on nineteenth-century cartographic technologies as tools of governance or technologies of 
power, but on the ways in which disease maps and ‘textual pictures’ acted as a spur to a 
particular kind of imperial ‘cartographic imagination’ .* The dispersal of cholera from India to 
East Asia after 1817 prompted British commentators to reflect on the likely origins of a 
virulent and apparently portable disease. In mapping cholera’s arbitrary but relentless 
progress, other networks became visible. 


Put somewhat differently, the mapping of cholera embedded within it an idea of evolving 
empire. We might, in fact, substitute ‘empire’ for ‘disease’ in Koch’s formulation that 


to understand disease and its history we need to think about seeing at every scale. It is in the seeing — of the animalcule, 
the parts of the infected body, and the shared sets of symptoms evidenced across maps of the city, nation, and world that 


the unknown is made real, its public nature asserted.48 


Empire, too, involved different scales of seeing and the aggregation of different parts into a 
public nature. In seeking to understand cholera, British commentators found themselves 
compelled to consider the continuities and discontinuities of British interests across Asia and 
globally: disease was a trigger for deliberating on the origins, limits and future of Britain’s 
global influence at a moment when trade links were intensifying and services expanding with 
pre-industrial manufacturing.“? While proliferating networks provided increasing opportunities 
for commerce, they also suggested the heightened possibility of future ruptures since, as A. G. 
Hopkins has observed, the proto-globalization of the early nineteenth century promoted 
fragmentation even as it facilitated unification. 


China and the world 


By 1820, the year in which the first cholera pandemic was widely reported to have reached 
China from Bengal, there was an established Western presence in the Qing Empire. For part of 
each year, foreign traders acting through Chinese merchant families were permitted to trade in 
a designated area outside the port city of Canton on the Pearl River Delta. By the early 
nineteenth century, the British and Americans had come to dominate this China trade.2! The 
nature of the British presence in China has been much debated, particularly after 1842. Some 
historians have claimed it constituted a species of ‘informal empire’, whereby indirect 
political means were exerted to support British commercial interests.2* Others have maintained 
that although Britain did have significant influence on China, this was not enough to 
substantiate the notion of ‘informal empire’, but perhaps at most equated to a condition of 


‘semicolonialism’.2? As Ruth Rogaski has observed, China was ‘at once not a colony, yet still 


the site of multiple colonialisms’.4 

In 1819, under the pseudonym ‘Dusty Traveller’, the British missionary Robert Morrison 
had published a slim volume in Chinese entitled A Brief Account of Things That I Have Seen 
and Heard During a Voyage Westwards Around the World.=? The book, which was printed in 
Canton, purported to be a Chinese traveller’s account of a trip to Europe through India, 
returning by way of America. The aim was to ‘open’ Chinese minds to the historical and 
geographical interdependencies of the world. Maps of the world — of China, Asia and Europe 
— also accompanied the English Congregationalist missionary Walter Medhurst’s 


Geographical Catechism published in Malacca the same year. 


While officials of the EIC, such as Raffles, were mapping Southeast Asia, British residents 
in China, such as Morrison and Medhurst, were similarly concerned with the place of China, 
and specifically of Canton, within the broader British world. This is evident from the first 
edition of the Canton Miscellany, a journal founded by Medhurst in 1831. In the introduction 
to the first issue, the editor concedes that China marks the ‘Eastern extremity of the Earth at 


nearly the furthest point of removal from the favored seats of Science and Civilization’.22 For 
citizens of post-Revolutionary Europe (‘the agitating vortex’ of the world), the countries of the 
East appear to ‘pass in transient review before their eyes as shadows in the distance, and 
rarely become subjects even of temporary observation and discussion’. Indeed, ‘in proportion 
as the scene of an event is distant the interest, which is calculated to excite becomes languid’ 
Yet the construction of far-flung China as a vanishing point is qualified by an appreciation of 
the proliferating connections that link Britain and China, with the ‘Ocean itself’ promoting 
‘intercourse between the most remote Regions’. In a metaphor that uncannily prefigures 
contemporary theorizing of empire as a ‘web’, the author imagines British industry — and in 
particular the manufacture of cloth — in terms of enmeshment, as a ‘thread, which if brought in a 


continuous line might connect the empires’. 


Global interconnections and China’s increasingly networked relationship with the world 
were brought to the fore by events in 1819. The Indo-Chinese Gleaner, a quarterly missionary 
journal published from Malacca with an original monthly circulation of 500 rising to 1,000, 
reported that cholera had swept ‘along the continent and shores of India’ to reach the Malay 
peninsula.’ In a letter to Morrison in Canton, the journal’s editor and fellow missionary, 
William Milne, noted: 


The cholera morbus has visited Malacca. On the 2nd instant, sixteen persons died: two funerals have just passed our door 
to-day in course of the last two hours. Seven funerals passed our door the other day; Klings and Malays have chiefly 
suffered yet. Two of our domestics have died of the cholera, and one more has been very ill. Our lives are in his hand; 


living and dying may we be his 4 


Cholera’s arrival in Malacca in 1819 had coincided with the disembarkation of troops, 
although it was claimed that Chulia and Malay communities were first affected, along with the 
city’s Chinese inhabitants.®* By 1820, ‘the circle of this dreadful scourge’ had enlarged, with 
infection spreading ‘through the whole of the vast Indo-Chinese countries’ .® In May, it caused 
perhaps as many as 30,000 deaths in the British trading post of Penang (the Governor of the 
settlement, John Alexander Bannerman, had succumbed to cholera the preceding August). In 
Java, the Dutch authorities recorded 1,255 deaths from the disease within 11 days in Semarang 
and 778 deaths in Batavia.“ In a letter to a friend in England in 1820, Milne noted the 
unrelenting advance of infection through the ‘colonies’ of Java, Singapore and Penang: ‘We 
have lately been visited with the Cholera Morbus in these countries, which has carried off 
multitudes.’© In Bangkok, in May 1822, Crawfurd noted a recrudescence of the disease, which 
had committed ‘dreadful ravages’ two years previously,© killing an estimated 100,000 
people.& 


On 9 October 1820, Manila in the Philippines witnessed ‘one of those terrific outbursts of 
barbarian despair which have more than once signalized the progress of this pestilence’. An 
angry mob believing that the disease was a foreign plot to poison the local population attacked 
and killed foreigners including a number of British sailors and Chinese. Among those 
murdered was 25-year-old Captain David Nicoll of the EIC ship the Merope, which some 
claimed had introduced the epidemic disease to Manila from Calcutta.©2 In a dispatch to W. A. 


Chibley, Secretary to the Government at Penang, J. W. Campbell, commander of HMS 
Dauntless, observed that on his arrival in Manila, ‘I perceived even before I landed that some 
dreadful catastrophe had marked its progress with desolation and had produced stagnation in 
the commercial operations on the River and in the Port.’ Writing to a relative from Canton in 
December 1820, Morrison noted: 


There has been a very shocking massacre of from thirty to forty Europeans of different nations of Europe, and of about 
eighty Chinese, at Manilla. The perpetrators of this cruel act were the native Manilla people. The pretext was a 
supposition that foreigners had introduced the disease called cholera morbus, which had prevailed extensively, and was 


very fatal. 
Meanwhile, in Canton and surrounding areas of the Pearl River, ‘thousands were dying’. 
Between 1820 and 1823, some 10,000 alone were said to have perished in Ningpo, a seaport 
in the eastern province of Zhejiang.“ Rumors attributed the Jiaqing emperor’s death at the 
beginning of September 1820 — which led to a struggle for succession — to the cholera.“ As the 
Morning Post in London reported, 


To add to the distraction of the Chinese empire from these causes, we learn that the cholera morbis, that fatal epidemic, 
had found its way hither from Bengal, and was producing the most fatal ravages, the inhabitants dying by thousands. With 
75 


every precaution, its effects had been severely felt even among the crews of the British ships at Canton. 
An imperial edict the following year postponed the imperial examinations on the grounds of the 
public danger posed by an outbreak of ‘epidemical disease’. So high was the mortality in 
Peking in 1821 and 1822, according to one report, ‘that the government was obliged to furnish 
coffins, and other funereal apparatus, for the use of the lower classes’. 

Writing from Canton in 1824, Dr. John Livingstone, a surgeon with the EIC, observed that 
the cholera as it was manifest in China appeared to be an entirely new phenomenon and a 
disease of exceptional virulence. Unusually, he plotted its course overland. ‘It seems to have 
appeared first in Tartary afterwards in the N.W. of China’, he wrote, tracking its ostensible 
trajectory southwards from Central Asia ‘by irregular leaps’. Credited as the first person 
who ‘systematically brought medical aid within reach of the Chinese’,” Livingstone had first- 
hand experience of cholera’s virulence. He had been a pall-bearer at the funeral of Morrison’s 


first wife Mary who had died from the disease in Macau in June 1821.2 


From the 1820s, then, cholera provided a critical context for Anglo-Chinese relations, 
flaring into periodic epidemics, particularly in the 1830s with the onset of the second cholera 
pandemic (1829-51). In May 1835, for example, the Chinese Repository reported: ‘Many 
cases of sickness and death have occurred in Canton and its vicinity during the last two or 
three months: some of these, so far as we can ascertain, are evidently cases of the epidemic of 
malignant cholera.’2! 


Cholera and the Opium War 


In 1800, a Qing edict had banned opium imports and domestic production of the drug in China. 
This was followed by the outlawing of opium smoking in 1813. British traders, however, 
continued to evade Chinese authorities and by the mid-1820s the Chinese economy was 
experiencing the consequences in an outflow of silver which raised prices, triggering social 
unrest.2° The end of the EIC monopoly of the China Trade in 1833 exacerbated the situation 
with an influx of foreign traders and rising opium sales. As the Qing sought to clamp down 
more concertedly on the opium trade, British commercial interests clamored for military 


intervention.4 


In 1840, Indian troops had assembled in Calcutta and Madras to embark for China. Cholera 
was then widespread in Bengal and the expeditionary force re-imported the disease to the 
Straits Settlements in April 1840, and thence to China, where an initial epidemic broke out 
soon after troops had landed on the island of Chushan (Zhoushan) off the coast below Shanghai 
in July.2 As the Yokohama-based American physician Duane B. Simmons later noted in his 
history of cholera: “The Government of India dispatched a native army to China in the interest 
of the opium trade. This force carried with it the seeds of cholera, which not only arrived at 
Peking, but followed the track of the caravans westward to Russia’ (see Figure 11.3). 


Writing of the epidemic in Malacca, the physician Thomas Oxley remarked that since the 
cholera had visited the settlement in 1821 and 1826 ‘no symptoms of the complaint have been 
observed; indeed the remembrance of cholera had nearly faded from all memories when the 
present epidemic (1840) sprung up amongst us’.2’ The Chinese Repository commented that 
‘large numbers of native inhabitants’ were being carried off, as well as British residents, 
including the Reverend John Evans, Principal of Malacca’s Anglo-Chinese College.®? The 
Superintendent Surgeon of the Straits, William Montgomerie, reported to the Medical Board 
‘the remarkable circumstance that epidemic cholera broke out, early in the year, along the sea- 


shore towns bordering the Straits, and slowly advanced from the south to Malacca’ .®2 


According to Captain Arthur Cunynghame, aide-de-camp to Major-General Lord Saltoun, 
troops freshly arrived in the field of action who had been ‘so long cooped up within the 
narrow limits, of their overcrowded ships’ were particularly susceptible, while ‘severe 
sickness’ was brought on by sun exposure, ‘want of rest and a too free indulgence in unripe 
fruits and raw vegetables, which their officers could not persuade them from indulging in’. 
As Sir Hugh Gough declared, following the capture of Chinkiang (Zhenjiang) on the Yangtze 
River in July 1842: ‘I regret to say that, notwithstanding every precaution, I have lost several 
officers and men by cholera.’2! Although the cholera ‘had already made its appearance 
amongst the troops’,2 the prospect of a full-blown cholera epidemic amongst the native 
population was viewed as ‘a greater calamity than the destruction of all the cities on the 
coast’.22 The surgeon Charles Macnamara subsequently noted that ‘the English Government 
unknowingly inflicted on the unfortunate inhabitants of the Celestial Empire one of the most 


frightful visitations of disease to which any nation was ever subjected’. 
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Figure 11.3 ‘General Track of Epidemics in Eastern Asia.’ From D. B. Simmons, ‘Cholera 
Epidemics in Japan’, in China: Imperial Maritime Customs, Series 2, Medical 
Reports for the Half- Year Ended 30th September 1879, no. 18, Shanghai: 
Statistical Department of the Inspectorate General, 1880, p. vii. 


Realization of cholera’s global dissemination along the pathways of empire, and in 
particular the linkage made between cholera, opium and the movement of troops, fuelled an 
increasing interest in fixing the cause and likely transmission routes of disease. On the one 
hand, disease was viewed as the result of an imperial or colonial modus operandi, 
conviction that confirmed the view held by saa ae commentators who apportioned 
blame for cholera outbreaks squarely on foreigners.2° James French, appointed Superintending 
Surgeon of the forces serving in China in 1841, for example, concluded that from inquiries 
made among missionaries and other inhabitants, the disease was not endemic and did not exist 


before the arrival of British troops in Chushan.2° 


On the other hand, the disease was viewed as endemic. The dangers posed by infectious 
disease to British soldiers and sailors in the China Station were dramatically underscored by 
the naval physician Alexander Bryson in his Statistical Reports on the Health of the Navy for 
the Years 1837-43. In 1842, William C. Milne — the son of the missionary William Milne 


who had reported to Morrison on the cholera from Malacca in 1819 — had been requested to 
write a report on the disease by British naval and military authorities.22 Handed a list of 
queries, which guided his investigation in Tinghai (Dinghai) and Ningpo, Milne concluded, in 
contrast to French, ‘that Asiatic cholera has already, and not unfrequently [sic] nor slightly, but 
often and with great severity, visited China, in common with almost every other nation under 
heaven’.22 Milne’s report was based on an evaluation of existing Chinese names for ‘cholera’ 
such as huoluan, a word meaning ‘sudden [intestinal] turmoil’, as well as on interviews with 


Chinese practitioners. 


The literature on the cholera produced in China suggests, then, a shift in knowledge; a more 
thoughtful engagement with Chinese medical sources; and an appreciation that understanding 
Chinese history and customs was a prerequisite for a new kind of Western presence. After the 
Treaty of Nanking in August 1842, the Canton system was overturned and self-governed 
foreign settlements were established in five treaty ports. In these extraterritorial enclaves, 
anxieties about the threat of endemic cholera (which medical reports showed was rampant), 
influenced by metropolitan sanitary concerns, became a spur to ambitious municipal works — 
the building of roads, hospitals and waterworks — which precipitated, as Rogaski has argued, a 
form of ‘hygienic modernity’.12! Epidemics of cholera were to recur in the second half of the 
century, during the Second Opium War (1856-60) and the Taiping Rebellion (1850-64), when 
the disease again reached China along the networks of the British Empire from India to Hong 
Kong. By the 1880s, however, British residents in the colonial and quasi-colonial outposts of 
Southeast Asia and China were concerned with a different kind and scale of mapping.12* The 
emphasis was on preserving health through hygienic vigilance and the segregation of Western 
from potentially infective Asian bodies. Increasingly informed by bacteriological science and 
epidemiology, sanitarians drew up reports replete with maps, architectural surveys and plans 
for public works. Cholera now revealed not only the proliferating pathways that empire 
fostered, but also — and above all — the necessity for colonial interventions to close off 
dangerous circulations. 


Conclusion 


This chapter has sought to show how debates about cholera’s identity were interconnected with 
changing views of Britain’s place in the world, as the mercantilism of the early nineteenth 
century shifted to a more aggressive search for markets and trade in the East, and as the Canton 
system gave way to more permanent self-governed foreign settlements in China. Rethinking 
British imperialism from Southeast Asia and China, specifically in relation to the first two 
cholera pandemics, provides a fresh perspective on the anxieties and expectations which 
shaped and informed the new global imperialism after 1830. In a sense, the aim in this chapter 
has been to understand the intensifying networks of empire in Asia in terms of the ‘things’ that 
these networks transported: including cholera and opium. As Arjun Appadurai has suggested, 
commodities accrue ‘social lives’ as they move across different ‘regimes of value’. They are 
enmeshed in complex economic, political and cultural processes.42? Rethinking the changing 


configurations of empire through mapping the circulations of cholera thus becomes a way of 
instantiating uneven patterns of global connectivity, the legacy of which continues to shape the 
contemporary world of emerging infections across Southeast Asia. 


At the same time, the chapter has suggested that reappraising empire through the lens of 
epidemic disease may help to produce a more critical global history — one that pays attention 
to the friction between local circumstances and transnational relations While the British 
Empire invariably appears on maps as an unvariegated color-coded space, viewed through the 
prism of cholera its contours appear much less clearly delineated, often tapering into 
ambivalent zones of influence and partial-sovereignty. ‘Territorial control was, in many 
places, an incidental aim of imperial expansion’, Lauren Benton has observed. Empires, she 
notes, ‘did not cover space evenly but composed a fabric that was full of holes, stitched 
together out of pieces, a tangle of strings’. In plotting the often obscure pathways of cholera, 
early-nineteenth-century British soldiers, traders and missionaries coincidentally made visible 
the heterogeneous fabric of an emergent empire, characterized by ‘narrow bands, or corridors, 


enclaves and irregular zones’ 12 


In short, examining the history of cholera from the multi-vantage of scattered ports and 
missions across Southeast Asia and China may help to challenge conventional narratives of 
imperial expansion. As opposed to the steady aggregation of territories and the smooth 
extension of sovereignty, we begin to discern empire as an entanglement of networks that 
produced often highly irregular and disjointed spaces. Indeed, descriptions from the 1820s and 
1830s of cholera’s ‘itinerary’, reflect a tension between attempts to trace the disease’s 
systematic ‘progress’ and a recognition of cholera’s often inexplicable movements. The 
Lancet, for example, noted how the disease spread across Bengal ‘like radii from a common 
centre’ and the aim was to map its trajectory in relation to specific ‘points’. Yet this quasi- 
mathematical endeavor to locate the coordinates of disease is undermined by its irregular 


spread: cholera marches and countermarches and appears unconstrained by the ‘particular 


lines and divisions of the country’ 1 
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12 
DISEASE, GEOGRAPHY AND THE MARKET 





Epidemics of cholera in Tokyo in the late nineteenth century 


Akihito Suzuki 


Historians of disease often follow the concept of ‘framing disease’ put forward by Charles 
Rosenberg in 1992, which incorporates both the lived reality of the disease and the socio- 
cultural framework in order to understand the illness.t Since many diseases are based on 
environmental elements, histories of disease have routinely included the examination of the 
agency of environment with both natural and man-made aspects, promoting what Christopher 
Sellers has called ‘a revival of Hippocratic ways of thinking’.* The integration of physical, 
environmental, and socio-cultural aspects of disease into historical studies demands different 
methodological approaches and diverse historiographical elements from various disciplines: 
medical, biological and environmental sciences for the study of the physical realities of 
disease and its occurrence; and intellectual, cultural, and social histories for the analysis of 
human reactions to the disease in the past. Perspectives and analytical tools taken from these 
disciplines are combined and integrated by medical historians to reconstruct pictures of 
diseases in the past. 


Historians need first to examine how diseases and human surroundings interacted with 
human bodies in the past, and then investigate how those interactions were imagined, 
understood, and controlled. Human communities, with their natural and man-made 
environmental conditions, have been differently affected by diseases and the analyses of how 
different environments shaped the content and extent of a disease have revealed important 
insights into environmental determinants in the past. At the same time, the study of why 
different societies assumed different reactions to the disease can shed light on the socio- 
cultural frameworks through which diseases in the past were dealt with. 


When we examine the history of cholera and other infectious diseases, the categories of 
human reactions can be divided into strategies that centred on isolation and quarantine and 
others that were aimed at sanitizing places.? Indeed, analysis of the contrasting choices of 
prophylactic strategies against cholera by nineteenth-century European states has been a major 
field of historiographical development, with the classic work of Erwin Ackerknecht, who 
identified contagionism with the authoritarian states of Russia and German states and anti- 
contagionism with the liberal states of Britain and France, and Peter Baldwin’s new classic, 
which has convincingly refuted Ackerknecht’s simple equation and presented more complex 


pictures.4 It should be noted, however, that Ackerknecht, Baldwin, and many others have 
examined the political aspects of the human reactions to cholera and other infectious diseases, 
and largely neglected the economic side of the problem, particularly the question of 
consumerism and material culture. People at risk of suffering from infectious diseases were not 
just political agents but also consumers who did act through the market and buy certain 
commodities such as food, drugs, and other items which were regarded as prophylactic 
measures according to their beliefs. Although the significance of commercial measures was 
trivialized, ridiculed, and criticized by Rudolf Virchow, these measures nevertheless present 
an important aspect of the history of human reactions against diseases and suggest that 
historical analysis should integrate both political and economic aspects of societies in the 
past.2 Integration is particularly important when one examines a society characterized by 
uneven developments in politics and economy. Instead of examining typical cases of politically 
‘backward’ and economically poor countries or politically advanced and economically rich 
States, countries with uneven states of politics and economy reveal interesting aspects of 
disease, human reactions, and society. 


Japan in the late nineteenth century presents such an ‘uneven’ case, as a result of its recent 
departure from a feudal societal system and the high development of market economy for a 
couple of centuries.° This chapter attempts to combine historiographies of environment, 
contagionism, and consumeristic prophylaxes to describe a picture in which natural and man- 
made circumstances, politics, and economy together formulated Japan’s experience of 
diseases. Using the epidemics of cholera in Tokyo in the late nineteenth century as an example, 
this chapter first examines how the disease spread through the urban environment of Tokyo, 
considering both natural and autonomous elements and man-made and historically constructed 
societal factors.2 I have tried to highlight the role played by the complex geography of the area 
of Tokyo and the history of civic engineering and the segregation of residences of different 
classes. As for human understanding and reactions to the disease, this chapter emphasizes the 
role of market and consumerism in the making of public health in modern Japan, rather than the 
political and administrative enforcement of isolation and segregation. Since Japan and some 
other countries in East Asia had not developed a system of public health comparable to those 
in Europe until its encounter with Western countries in the nineteenth century, historians need to 
reconstruct a different path (or several different paths) through which Japan and other East 
Asian countries achieved their health transition. The influence of the Western model of 
isolation and segregation obviously played a large role in the making of the hygienic modernity 
of Japan, but so did models that had not been imported from the West. The influence of 
Shintoism, a religion which is indigenous in Japan and has a strong orientation toward purity of 
the body and the environment, is one factor, and the formation of the attitude toward public 
health through consumerism is another.® The first section will present a topographical analysis 
of cholera epidemics in Tokyo, and the second section will offer an overview of issues related 
to the isolation of patients of cholera. The third section will discuss the role of consumer 
behaviour in the making of public health in Japan through episodes taken from the epidemics of 
cholera in Tokyo in the late nineteenth century.2 


Cholera and the topography of Tokyo 


Cholera first visited Japan in 1822, during its first pandemic which started in Bengal in 
1817.12 This early visitation is hardly surprising: Japan was one of the nodes of the flourishing 
trading sphere which included India, Southeast Asia and China, with an increasingly large role 
being played by the United Kingdom, other European powers and the United States. Although 
Japan at that time strictly regulated foreign trade, its links with the trading zone of China, 
Korea and the Eastern half of the Indian Ocean were nevertheless strong. The disease entered 
the country from either Tsushima or Nagasaki, both officially approved ports for foreign trade. 
The outbreak was geographically limited to the southwestern part of Japan. Although Osaka, 
the second largest city in Japan at that time, was severely hit, Edo, the capital and the largest 
city, with a population of about one million, was spared from the disease. 


The second epidemic was in 1858, the year when the Tokugawa Shogunate signed a 
humiliating unequal treaty with the USA and subsequently with other European powers./2 In 
July, the US Navy’s Mississippi brought the disease from the coastal cities of China to 
Nagasaki. In the port city, more than 800 people immediately perished. Cholera quickly moved 
eastward along the major highway. The disease was rampant in Osaka in September and 
October, reputedly occasioning more than 10,000 deaths. Edo was ravaged around the same 
time, resulting in around 30,000 deaths in about two months. The disease waned in Edo in late 
October, only to be rekindled in the next year in several cities.2 


The two epidemics of cholera in the Tokugawa period were characterized by limited 
involvement of the Shogunate or the feudal lordships of domains, apart from distributing 
medicines or issuing pamphlets on cure and prevention. Local studies reveal that each village 
devised its own way to fight against the epidemic: village officials often collected information 
and travelled widely in search of effective magical-religious talismans. The lack of interest 
of public authorities, particularly the Tokugawa Shogunate, and the contrasting active local 
government fit in with the general picture of medical development in early-modern Japan, 
where local governments and private agencies played large roles in the promotion of 


medicine. 


Cholera returned to Japan for the third time in 1877, when the new Meiji government faced 
the Seinan War, the largest rebellion in the southwestern corner of the country. For the next two 
decades, cholera was almost semi-endemic in Japan, with particularly large numbers of cases 
in 1879 and 1886, both exceeding 100,000 deaths.° The epidemic of cholera in 1886 was the 
largest outbreak of the disease after the Meiji Restoration. In Tokyo, the first case was 
reported on 9 July 1886, and the outbreak continued until the end of October. The Statistical 
Book of Tokyo counted 10,813 cases reported in the 15 wards of the city of Tokyo, and the 
database created from a newspaper’s daily reports of the number of patients in 1,500 streets 


allows close examination of the patterns of the incidence.“ 


Table 12.1 The number of patients, the incidence rate of cholera, the size of the population, 


and the population density of the 15 wards of Tokyo 





Ward Number of patients Incidence Number of residents Population density 
(per 100,000) (per kilometre) 


1 Nihonbashi 2,363 1,534 153,996 55.5 
2 Kanda 1,621 1,315 123,941 42.1 
3 Fukagawa 808 1,118 72,278 16.7 
4  Kyobashi 1,594 9383 170,816 48.2 
5 Honjo 723 842 85,868 19.9 
6 Asakusa 953 801 119,042 30.9 
7 Shiba 836 749 111,681 18.1 
8 Hongo 456 733 62,205 16.1 
9 Shitaya 493 628 78,462 93.1 
10  Kojimachi 273 532 51,303 6.4 
11 Koishikawa 197 482 40,840 7A 
12 Ushigome 163 374 43.550 9.1 
13 _ Yotsuya 115 374 30,733 19.9 
14 Azabu 151 370 40,814 11.0 
15 Akasaka 67 953 296,526 5.9 


Source: Data taken from cases reported in Yomiuri Newspaper, July-December 1886. 


Table 12.1 shows the number of patients, the incidence rate, the size of population, and the 
population density (number of residents per square kilometre) of the 15 wards of Tokyo, which 
are arranged in order of the incidence rate. The contrast between the wards is striking. 
Geographically speaking, the disease hit much more severely the central and eastern part of the 
city, which faced the sea or were on the River Sumida. The western and northwestern wards 
situated inland, on the other hand, suffered much smaller numbers of patients and much lower 
incidence rates. This pattern of regional contrast among the wards of Tokyo was consistent in 
other outbreaks of cholera in the 1880s and 1890s. 


One of the major factors that contributed to the pattern was the topography of the city of 
Tokyo, both in its natural and man-made aspects. The region of Tokyo has a complex 
geological structure, which had been adapted through a series of civic engineering projects 
since the late sixteenth century to accommodate the very large capital of Edo. Geologists and 
historians have revealed that the area of Tokyo had three different types of land: Musashino 
Plateau, Tokyo Lowland, and the reclaimed land.1® The Musashino Plateau was originally an 
old alluvial fan created by a river about 140,000 years ago, on which volcanic ashes from Mt. 
Hakone and Mt. Fuji came down 50,000-—80,000 years ago to form layers of loams. The Tokyo 
Lowland was a delta which lay in the east formed by rivers, much later than the formation of 
the Musashino Plateau. The plateau was eroded by rivers and seas, which resulted in a 
complex structure of ridges and valleys. The bottom of the valley sometimes became marshy 
wetland, while the remaining part of the plateau formed complicated hills. The area of Tokyo 
thus became a low wetland in the east, high plateau in the west, and complicated hills and 
valleys in between through natural forces which had operated for thousands of years. 


This geo-complexity was further altered through the power of humans from the late sixteenth 
century, when Ieyasu Tokugawa (1543-1616), one of the great warriors and later the first 
Shogun, started to build Edo as the capital.12 The marshlands at the centre-east, which 


intersected with shallow sea, were reclaimed to become the heart of politics, commerce, and 
transportation. Redirecting rivers, building canals, and establishing dockside markets, the 
Tokugawa Shogunate built up an impressive city which was by the eighteenth century to 
harbour a population of one million. Providing this population living on a complex topography 
with water to drink was a major problem. People in the hill areas could avail themselves of 
water from the wells. The lowland area was provided with potable water through waterworks. 
In 1630, the Kanda waterworks were completed, drawing water from a lake for about 22 
kilometres to Edo through pipes made of stone and wood. In 1653, the Tamagawa waterworks 
were finished, drawing water from Tama River for 42 kilometres to the southern part of Edo. 
The marshy areas in the east were most dispossessed in terms of the provision of water. Since 
neither wells nor waterworks were available, these areas were served by water-sellers, who 
received a licence from the government to take water from Kanda waterworks and bring it to 
the marshy residential areas for sale, which was frequently depicted in ukiyoe-prints.22 Three 
types of water supply thus developed in Edo: well-water for high-lying areas, piped water for 
much of low-lying areas, and the service of water-sellers for the marshy area. The residential 
segregation of samurai (warrior class) and chonin (commoners or non-warrior classes) during 
the Tokugawa period generally overlapped with the topography: high-lying areas were the 
places for samurai while low-lying areas and marshlands were for commoners. 


The intersection of topography, civil engineering, and societal aspects which had been 
created during the early-modern period provided Tokyo in the late nineteenth century with an 
important background for the epidemiology of cholera. The disadvantages of the low-lying and 
marshy parts of Tokyo are clearly shown by the fact that the seven waterfront wards all 
recorded high incidence rates. Streets with high incidence of cholera (>2,000) were situated in 
the low-lying Shitamachi area close to the sea or the river, with only one exception in the 
north, which was a short-lived red-light district. If one compares the difference between the 
plateau and low-lying land in a single ward, the disadvantage of low-lying topography 
becomes clearer. A survey in 1877 of the quality of piped water in Tokyo conducted by Robert 
William Atkinson, then Professor of Chemistry at the University of Tokyo, shows a remarkable 
difference in water taken at various places in Tokyo.2! Atkinson and two Japanese assistants 
took samples of water from various wells and conduits for chemical analysis for particles of 
dirt, chlorine, ammonia, and nitrogenous compounds. Well-water was cleaner than piped 
water. Indeed, with the exceptions of wells in low-lying Fukagawa and Honjo, samples of 
well-water in Tokyo were better than piped water in London. As for the differences in piped 
water in various places, they found that waterworks supplied water of better quality in the 
areas close to the sources of the conduit and that the quality of the water deteriorated as the 
distance from the starting point increased. The water was worse in areas around the lowest end 
of the conduit. Although this was not a result based on bacteriological analysis, residents in the 
plateau area drank less contaminated water from the wells, and residents in the lower stream 
of the conduit drank more contaminated water. 


Perhaps more important was the disposal of the waste water. The human wastes of night soil 
were collected by farmers for fertilizer regardless of the area. Waste water from washing 
clothes was disposed of via gutters which led to rivers and to the sea. The contamination of 


drinking water through the wells and the damaged wooden pipes was one of the major 
concerns during the epidemics of cholera, and some incidences of cholera were traced to the 
contamination of that nature. The likelihood of contamination differed according to the length 
of time that waste water stayed in the gutter. In the high, plateau-like areas with steep hills, 
gravity carried waste water more quickly out of the area. In the flat and low-lying land, by 
contrast, waste water stayed longer in the area and had more chance to contaminate wells and 
pipes.** The difference between the nature of soils in the plateau and the low-lying land might 
have contributed to the probability of contamination. The soil of the plateau was loam or 
volcanic ash, which was porous and did not hold water for a long period. The low-lying land, 
on the other hand, had on its surface peat-like soil, which is dense and keeps waste water 
longer in the ground. 


Another danger of the lowland was exposure through transportation along canals. Epidemics 
of cholera in various locales taught Japanese public health officers that boatmen were likely 
both to be infected by cholera and to infect the locale they visited. In his popular work of 
hygiene published in 1912, Shibasaburd Kitazato (1852-1931) wrote succinctly: ‘Who 
mediate cholera? Boatmen do.’2? The development of canals in Edo and other major cities was 
remarkable in the seventeenth and eighteenth centuries, and the database reveals that streets 
around the canals of Tokyo showed a significantly higher incidence of cholera. In Kanda, 
streets with a high incidence rate were concentrated in the eastern part of the ward and they 
were all on the low-lying land, criss-crossed with canals, and dock-markets along the canals 
were the centres of diffusion. The dockside market was a juncture of waterborne and land 
transportation, as well as a place for exchange. During the Tokugawa period, goods from 
across Japan were delivered to Edo and landed at the dockside for sale. Each dockside market 
specialized in a certain kind of goods, the most famous being the fish market which had been at 
Nihonbashi until the Great Kanto Earthquake in 1923. By the early Meiji period, there were 65 
dockside markets, many of which were situated in the central low-lying land. The eastern half 
of Kanda was indeed surrounded by major dockside markets, around which high-incidence 
streets were situated. The markets were where people assembled and met other people. When 
the major means of transportation involved ships, the dockside markets were places where 
infection was most likely to be introduced from outside and caught by local people. 


Another reason for the danger of dockside markets was the fact that dock labourers carried 
goods landed from the ships. In major ports such as Kobe, Yokohama or Nagasaki, 
longshoremen or dock labourers had long been recognized as the first to catch cholera and 
infect the rest of the population. The 60 dock-markets in Tokyo needed a huge number of 
carriers to move goods around. Contemporaries noted that dock-markets attracted poor 
labourers, who made unstable livings and formed slums in cheap rented houses close to the 
market.2° Contemporary observers found that the hygienic state of these slums was deplorable 
and feared that they would become the hub of infection of cholera. Slum clearance thus became 
routine in the context of preventive measures against cholera in Japan in the 1880s. Dock- 
markets were likely to become gathering places for poor labourers who had no choice other 
than to live in unhygienic conditions. 


Epidemics of cholera in Tokyo in the late nineteenth century were thus conditioned by the 
natural, the traditional and the modern. They depended on the natural topography of the 
environment of the region, because of the great role played by the time-old geological and 
geographical aspects of the area. The construction of the city from the seventeenth century, such 
as the reclamation of land and the building of water supply, canals and dockside markets, 
provided the background of the epidemiology of cholera in the late nineteenth century. Cholera 
in Tokyo was also influenced by the modern, in the sense that the diffusion of cholera outside 
India started in the early nineteenth century and continued throughout that century. 


Cholera and public health 


The Meiji government established its administrative rules for public health from the late 1870s 
to the late 1890s, the period when recurring attacks of cholera were the major threats.22 In 
1877, the Home Ministry (to which the Sanitary Bureau belonged) drafted a set of rules, 
‘Guides to the Prevention of Cholera’, the first national regulations on cholera prevention. 
Facing the fierce epidemic in 1879, the Ministry developed the rules into another set, 
‘Provisional Rules for the Prevention of Cholera’. In 1880, these were enlarged into ‘Rules for 
the Prevention of Infectious Diseases’, which stated fairly detailed regulations to fight against 
cholera and five other infectious diseases: typhoid, dysentery, diphtheria, typhus, and 
smallpox. Subsequently, numerous amendments and additions were made, which were 
crystallized in 1897 into the ‘Law for the Prevention of Infectious Diseases’, the first national 
codification of public health measures in modern Japan. Between 1877 and 1897, cholera 
repeatedly ravaged the country, and the new Meiji government struggled to create a framework 
of public health measures and to establish national and local organizations for that purpose. 


In their attempts to create an effective public health strategy, the government was eager to 
learn from the West how to combat this disease and quickly incorporated measures based upon 
Western medical science and public health. In the 1870s and early 1880s, the Sanitary Bureau 
utilized the service of foreign doctors who were employed by the government, as well as 
Japanese doctors who had a smattering of Western medicine. Erwin von Baeltz (1849-1913), 
who had studied under Carl Wunderlich and became a professor of medicine at the University 
of Tokyo, was among the most prominent of the former. The advice of foreign doctors was 
largely in line with the miasmatic theory, and strong emphasis was laid on cleaning smelly dirt. 
At the same time, quarantine and the isolation of patients were vigorously pursued.2° In 1888, 
Tadanori Ishiguro (1845-1941), surgeon-general of the army, was sent by the government to 
see Robert Koch in Berlin to ask how to combat cholera in Japan. Later, those who had studied 
medicine under Koch and other prominent German professors were actively engaged in public 
health measures.*? Shibasaburd Kitazato was the most eminent of those coteries of German- 
trained doctors who became the leading figures in public health in Japan. Those German- 
trained Japanese medical scientists quickly trained younger students in Japan, both at the 
University of Tokyo and the Institute for the Research of Contagious Diseases established in 
Tokyo in 1892. By the late 1890s, bacteriological research in Japan was sufficiently 


sophisticated to produce its own vaccine and to discover different strains of cholera bacillus. 
Due to the acrimonious rivalry between doctors and scientists based at the University of Tokyo 
and those at the Institute for the Research of Contagious Diseases, the vaccine and the strains 
generated fierce controversies.22 Despite those controversies, modern Japan established the 
basic principles, such as disinfection, cleanliness, quarantine, and isolation, that had not 
changed from the first establishment of state policies in 1877. 


Devising policies was one thing; implementing them was quite another, however. Central 
government policy encountered considerable challenges and resistance.*! Especially difficult 
was the isolation of patients in hospitals. The institution of hospitalization did not exist in 
Japanese society in the early-modern period, and sending patients away from home was 
definitely alien to the traditional pattern of cure and care of sick patients in Japan, where 
familial care was emphasized and legitimated through Confucian ideology. People were 
unaccustomed, or even antagonistic, to the practice of sending the sick to hospitals away from 
home. The high death rate of patients sent to isolation hospitals and the wretched conditions of 
cheap and makeshift buildings further increased distrust and hostility among people. The new 
government’s unpopular measures in the early 1870s, such as the Conscription Law (1873) and 
the introduction of a police force, further increased people’s distrust of hospitals, a new 
institution introduced by the government from the West. 


Isolation hospitals were thus feared and hated. Rumours ran that doctors disembowelled 
patients alive and sold the livers as medicine, overlapping the popular image of cannibalistic 
demons from the other world. Particularly during the epidemic of cholera in 1879, there were 
50 incidences of popular riots against government measures. In Niigata, about 1,000 peasants 
gathered in the manner of a traditional peasants’ uprising and demanded the closure of isolation 
hospitals. When their demand was not heard, they resorted to violence, killing several officials 
of local government and looting rich merchants’ houses.2* In Chiba in the same year, a doctor 
who worked for the local isolation hospital was pursued, beaten, and killed.2? He had been 
extremely unpopular because of his former practice of digging up corpses for the purpose of 
anatomical study. The practice of isolation was thus an issue of confrontation between the 
government and the common people: cholera riots contributed to a conflict between the modern 
and the traditional, between the culture of the ruling class and that of common people. The 
situation in Japan in the 1870s was somewhat comparable to that in the West in the nineteenth 
century, when tension between the policies that originated from medicine and the custom of 
common people was high. 


This antagonistic dichotomy between tradition and the modern or between the classes should 
not be overemphasized, however. The schism between the modernizing elite and the traditional 
common people was not the major framework of the Japanese response to cholera. There were 
numerous signs of compromise and adaptation on the part of both the government and the 
populace. Central and local governments took pains to soften stern measures.“ Isolating 
patients in their own home instead of hospitals was soon allowed or permitted, but the practice 
of domestic quarantine was soon found too cumbersome and of little use, and its enforcement 
considerably diminished. Common people often actively supported the government’s policies 


against cholera. Donation of money and disinfectant medicine to local offices was widely 
practised. Brothel houses voluntarily proposed to build their own isolation hospitals, and 
donation of money from prostitutes was routinely reported in the press.“2 Theatres were also 
quick to disinfect and clean their premises.2° Local elites chose to enter the isolation hospital 
in order to set an example for common people.“ Both the government and the common people 
regarded policies as a mixture of enforcement and adaptation. 


Cholera, regimen and consumerism 


In contrast to the practice of isolation, which was regarded as something new imported from 
the West, the significant locus of the merging of the traditional and the modern was the 
marketplace in the Japanese context. This marketplace of health was the social space where 
continuity rather than discontinuity was obvious and the presence of both elite and common 
people was evident. Through examining the response of common people to the epidemic of 
cholera during the nineteenth century, one can construct the medical history of modern Japan 
from the viewpoint of the social history of ‘health for sale’, conceived by Roy Porter.8 
Epidemics of cholera, as in many other countries, were a crucible of modernization of 
medicine in general and public health in particular. More important than the isolation of 
patients in the Japanese context of the making of modern hygiene was dietary regimen, which 
stretched over the Tokugawa Period and the Meiji Period. It was also practised across diverse 
social classes. Significantly, continuity and social inclusiveness were achieved through market 
and consumer society. The market of food and the knowledge to choose proper food for the 
prevention of diseases created a social space for hygienic citizenship. 


During the Tokugawa period, more than one hundred books on general regimen (y0jO) were 
published, among which Yojo-kun (1713) by Kaibara Ekken (1630-1714) was the most 
famous. These works on regimen were widely read and popularized through circulating 
libraries.22 Choice of food or dietary regimen had been a crucial part of the prevention of 
cholera in Japan since the early nineteenth century. When Japanese doctors first encountered 
cholera in 1822, they quickly combined the Western and Chinese concepts of the disease. They 
learned from Dutch sources that the disease which hit them at that time was called ‘Asiatic 
cholera’ by Western doctors. They also found that Chinese medicine was helpful in 
understanding the disease, identifying Asiatic cholera with kakuran, a condition discussed in 
classic texts of Chinese medicine.“? Cholera and kakuran shared epidemic seasons (which 
was the summer) and key symptoms — violent diarrhoea and vomiting, coldness of the 
extremities, cramps of the legs, the agony of the patient, and the rapid succession of death. In 
terms of the diagnosis, cholera was not a strange or peculiar disease for Japanese doctors, who 
found somewhat familiar phases of kakuran understood in the traditional medicine in East 
Asia. 


This identification profoundly influenced the subsequent medical discourse and people’s 
responses. Both learned discourse about cholera and popular measures against the disease 


were formulated with the aetiology of kakuran in mind and practised with the dietary regimen 
for digestive troubles. Kakuran in Chinese medicine had long been regarded as caused by the 
combination of eating immoderately and cooling one’s stomach. Japanese medicine in the 
early-modern period developed this idea and added indigestion as another factor: when the 
food taken stayed too long in the stomach and turned putrid, the putrid matter would become 
poisonous and harm the stomach, causing violent diarrhoea or vomiting.*! The process was 
called shokusho, meaning alimentary harm. There were many reasons for food staying too long 
in the stomach: most typical were taking too much food and eating particular kinds of food 
which were hard to digest. Eating food that was already becoming putrid had a similar effect. 
The situation of one’s stomach was also important. When the stomach was deficient in vital 
heat, it lacked the power to digest food and stagnation and shokusho would follow. The 
aetiology of Kakuran was framed around the stagnation of food in the stomach, due to the types 
of food and the heat of the stomach. 


The prevention of cholera was integrated into dietary regimen and somatic hygiene 
developed from the concept of kakuran: in order to prevent cholera, one should avoid the 
stagnation of food in the stomach and follow a special dietary regimen. Interestingly, the basic 
rules that had a clear resonance with Chinese medicine were formulated by Pompe van 
Meerdervoort (1829-1908), a Dutch military surgeon who was invited to teach medicine in 
Nagasaki. During the epidemic of cholera in 1858, Pompe (as he was called in Japan) learned 
from his Japanese students that the disease, or one with very similar symptoms, was called 
kakuran in Chinese and Japanese medicine.“ Although Pompe thought that cholera was more 
contagious than kakuran, his subsequent rules for the prevention of cholera for the city of 
Nagasaki clearly had kakuran in mind. The Dutch doctor notified the municipal governor that 
people should avoid cucumber, watermelon, apricot, and unripe plum and that they should not 
spend the night in a naked state. Later, the governor added sardines, mackerels, tuna, octopus, 
and others to the list of foods to be avoided. The rules fitted well with the aetiology and 
prophylaxis of kakuran, through its focus on digestion by way of the selection of food and on 
regimen by keeping the heat of the stomach. Pompe may well have found that these precepts 
made sense also in the Western medical system. The cucumber and the melon, which had long 
been regarded as ‘cold’ and possibly harmful food in the Galenic system of dietary regimen, 
were regularly invoked as one of the causes of cholera in nineteenth-century Europe and North 
America.*? Dietary regimen provided a common ground for Western and Chinese medicine in 
the early and mid-nineteenth century. It continued well into the Meiji period: indeed, it was 
preached with intensified ardour. The Home Ministry’s Korera Yobo Yukai [Instructions for the 
Prevention of Cholera] (1876) continued the dietary rules, advising people not to eat bad fish, 
Shellfish, oysters, and prawns, as well as unripe or overripe fruits. The seventh on the list 
advised people to put on a belly-warmer when asleep and not to sleep naked. Elite doctors 
who studied medicine in Western countries (mainly Germany) regularly included those rules of 
regimen for the prevention of cholera, which had unmistakable resonance with the aetiology of 
kakuran and shokusho. 
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Figure 12.1 Korerabyo fusegi no zukai (Illustrated Guide for the Prevention of Cholera), 
1877. Courtesy of the Naito Museum of Drugs. 





The emphasis on diet, foods to be avoided, and keeping one’s stomach warm cut across 
social classes and more popular advice manuals shared the same strategy. Newspapers 
regularly reported incidences of cholera allegedly caught by eating particular food items. A 
broadsheet entitled ‘[ An] Illustrated Guide to the Prevention of Cholera’ issued in 1877 for the 
populace told its readers not to expose one’s stomach to cold air, and to avoid indigestible 
food, as well as preaching cleanliness, temperance, and suitable rest (see Figure 12.1). The 
broadsheet issued in 1886 listed foods to eat and not to eat in the style of a sumo league table, 
recommending eggs, soles, and eels and discouraging octopus, crabs, and cucumbers. In order 
to help common people memorize the rules, two verses were composed, printed, and 
distributed in 1879. They are about food, regimen, and the stomach, as well as about 
cleanliness and miasma: 


Eat and drink moderately 

Avoid things that are smelly 

Don’t catch cold at stuffy night 
Keep away from any crowded site 
Put on clothes that are clean 

These are the rules for your hygiene 


Greasy food, seafood, green fruit, and sushi 
Noodles, and dumplings do you harm, you see? 


The dietary regimen for the prevention of cholera and the theory of dietary pathogenesis 
showed remarkable tenacity in the late nineteenth and early twentieth centuries, both in learned 
and popular discourses on cholera. It also straddled boundaries between indigenous/traditional 
and Western/modern medicine, as mentioned above. Perhaps because of this, it was supported 
both by the progressive and the conservative, the elite and the common people. Most 
importantly, the dietary regimen was hailed as important by progressive-minded Westernizers. 
The newspaper Yomiuri Shinbun, for example, embraced Western medicine and preached 
preventive measures against cholera based on Western medical science. It also showed 
unrestrained contempt for practitioners of Chinese medicine, maintaining that ‘roots and barks’ 
were ineffectual and outmoded remedies. The newspaper’s hostility to ‘superstitious’ healing 
methods such as amulets and religious rituals was particularly strong. The paper was, 
nonetheless, adamant in maintaining that dietary regimen was the most important. The 
newspaper even launched an attack on the emphasis on germs, isolation, and disinfection. Not 
that the newspaper was out of touch with the latest developments in bacteriology. On the 
contrary, it closely followed the discoveries of French and German medical scientists. In 
particular, it extensively covered Robert Koch’s discovery of cholera bacillus in Calcutta, his 
triumphant return to Berlin and his receiving an honour from the German emperor. Nonetheless, 
this newspaper insisted that eating improper food resulting in the disturbance of the stomach 
was the chief cause of cholera. In an editorial which ran for two days, the paper made a foray 
into the contested terrain of the aetiology of cholera. Although it sounded somewhat 
apologetic in not respecting some expert opinions, the editorial adopted the familiar ‘seed and 
soil’ model in the aetiology of the disease and laid very strong emphasis on the soil, namely the 
health of the stomach.“ Devising its own metaphor of oil and fire, it insisted that without the 
accumulation of combustible material, a spark should not cause fire: the cholera bacillus 
identified by Koch was compared to a spark, and the food that became putrid due to an inactive 
stomach was the combustible material. On the basis of this metaphor, the editorial maintained 
that the stagnation of putrid matter in the stomach was a necessary cause of cholera. Thus the 
‘seed and soil’ model was an important theoretical apparatus that secured continuity with the 
indigenous preventive measures of dietary regimen. 


Dietary regimen was largely concerned with which food to buy, at least for residents of 
large cities of Tokugawa Japan. With the development of water-borne transportation and the 
establishment of Edo as a huge centre of consumption, common people in Edo started to 
consume diverse kinds of food. Sushi and tempura, now the two most internationally famous 
components of the Japanese cuisine, were sold on the street of Edo for artisans and labourers 
in the eighteenth and nineteenth centuries. Since food became something over which people 
could exercise choice as consumers, dietary regimen was closely linked with the consumer 
culture of food in early-modern Japan. 


These instructions were not just preached, but at least some of them were followed. Earlier 
records of epidemics often contained which particular food was avoided or sought after. When 
certain items were alleged harmful and others beneficial, and when a large number of people 
followed the advice, the prices of those food items were affected. From around the late 
seventeenth century, chronicles recorded the fluctuations of prices of particular foods during an 


epidemic almost as a matter of routine.“4 This was because dietary regimen was a major part 
of the preventive measure against epidemics of cholera and other infectious diseases such as 
smallpox and measles. One humorous print depicted how vendors of forbidden foods such as 
fish, sushi, soba and others were taking revenge on the disease of measles (see Figure 12.2). A 
Chronicle of Edo noted large fluctuations in the prices of various food items during the cholera 
epidemic of 1858: 


Vendors of fish became very small in number, because fish would turn out to be fatal when eaten. Accordingly, fishermen 
and fishmongers suffered heavy loss. So did restaurants and bistros. Sardines were thought to be especially poisonous, 
48 


and few people bought them even when they were fresh. On the other hand, prices of eggs and vegetables rose. 
During the cholera epidemics of the 1870s and 1880s, similar variations in food prices 
according to the rules of dietary regimen occurred. Sudden shifts in demand and the prices of 
particular food were regularly reported in the press. In Kyoto in 1878, matsutake mushroom, a 
delicacy usually much loved by the Japanese, was reputed to have caused cases of cholera. Its 
price suffered a heavy slump immediately. The next year, fishmongers of Kyoto bie at a loss 
for what to do with their octopus, which nobody ate lest they should catch cholera.*? In Tokyo 
in 1879, the prices of Chinese melons suffered a heavy downturn. Also in Tokyo in 1882, gg 
that sold ice lollies diminished from 108 to 79 due to the cholera epidemic in the summer.22 On 
the other hand, eels and loaches were reputed to be good and their prices soared in 1884, 
although some cases were attributed to eating those kinds of fish.2! In the outbreak of cholera in 
1886, Yomiuri Shinbun conducted a survey of the prices of various food items in Tokyo. On 26 
June the newspaper published an article which listed the ups and downs of the sales and prices 
of various food items.22 Items that recorded good sales and high prices were eggs, poultry, 
beef, dried bonito, grilled eels, vegetables, pickled radish, milk, starch gruel, and dry 
confectionaries. The food items whose sales slumped included: raw fish, salted fish, tempura, 
sushi, shellfish (which suffered the heaviest slump), and tofu. In Yokohama in the same year, 
stalls selling iced waters, fishmongers, tempura-bars, soba-noodle bars and fruit shops had no 
customers, while poultry, eggs, eels, and Western food were in high demand. In 1886, 
farmers in Chiba who brought peaches for sale to Edo oe that the price had gone down so 
much that they could not pay the cost of transportation.24 Likewise, farmers of the agricultural 
hinterland of Tokyo found that bringing and selling Chinese melon to cholera-struck Tokyo did 
not pay.22 
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Figure 12.2 Tosei zatsugo ryuko machin fusegi (Contemporary miscellany on the battle of the 
epidemic of measles), c.1860. Courtesy of the Naito Museum of Drugs. 


The connection between epidemics and buying trends was such that some merchants would 
exploit it. A producer of pickles in Odawara reputedly made a fortune during the cholera 
epidemic in 1858. Learning this, a merchant speculated on pickles and prepared a huge stock, 
but, alas, pickles this time did not become fashionable and he suffered a heavy loss. Such 
practices had a long history and had been a well-established part of people’s life since the 
early Tokuagawa period. In Edo in 1699, the city was hit by an epidemic of an unidentified 
disease called korori. During the epidemic, prices of pickled plum and fruit of nandina 
(Nandina domesticat) soared, due to the reputed preventive qualities of these foods. It was, 
however, later found that a grocer invented the theory. He had had a large stock of pickled 
plum imported from Osaka and he found that the supply of plums would be short this year. 


Intending to exploit this situation, he tried to beguile people into buying the food. In the end, 
however, his unethical business was revealed and he was severely punished.2° 


Such stories of unethical exploitation of the shifting market of dietary commodities suggest 
that there were public concerns around the market, dietary regimen, and public health during 
the time of epidemics. People changed their diet in response to epidemics and rules of dietary 
regimen, which were not just ‘private’ preventive measures. Indeed, it was repeatedly claimed 
to be one of the core public duties of an individual in the time of epidemics. The dietary 
regimen straddled individual well-being and public welfare. The dual nature was put into 
sharp relief during cholera epidemics, because of the highly contagious nature of cholera and 
the ‘seed and soil’ theory in which it was conceptualized. Indulgence in a desire to eat and 
drink would bring cholera not just to the individual, but also to his or her family members, 
neighbours, fellow villagers and citizens. Gluttony of an individual would cause stagnation of 
undigested food in his or her stomach, cause cholera in him or her, and then spread the disease. 
An editorial of Yomiuri Shinbun was outraged at the selfish indulgence of a handful of people: 
‘despite their knowledge that certain foods were harmful, they ate thirty peaches, drank six 
glasses of iced water, and devoured tuna’. Bad food items were often delicacies eaten for 
pleasure rather than for subsistence — sushi, tempura, soba noodles were (and still are) 
pleasure food, so to speak. The pleasure of cooling one’s body on stuffy and humid summer 
nights was also frowned upon, since it would invite cholera to the individual and spread the 
disease to other people. Ogata Masanori, professor of hygiene at the University of Tokyo, 
succinctly summed up in his popular lecture on cholera: ‘those who indulge in immoderate 
eating and drinking are manufacturers of cholera’ .2° Giving up those temporary pleasures of the 
body and the senses was to protect the health of both the individual in question and the 
community to which they belonged. 


People’s behaviour in terms of the choice and consumption of food was thus an integral part 
of their citizenship in the hygienic community of modern society. The food market acted as a 
social space that created conditions for hygienic citizenship.22 Although we have ample 
reasons to believe that dietary regimen was practised by many people across diverse social 
sectors, not all of them followed the rules. In other words, the sphere of food consumption 
driven by the rules of dietary regimen was not comprehensive: a significant minority stayed 
outside this culture of health-oriented food consumption. Some city dwellers did not 
participate in the dietary regimen mediated by the food market. Many urban poor stayed 
outside the culture of preventing cholera through changing their food. Some consumers tried to 
exploit the low prices of food that was deemed harmful: Yomiuri Shinbun noted that a man 
who ate many Chinese melons when their prices went down due to its reputed pathogenic 
quality died from cholera: he was, in the view of the newspaper, duly punished for his greed 


and indulgence. 


Urban slums presented more serious problems. In large cities in early Meiji Japan, urban 
slums, whose residents suffered from chronic destitution, mushroomed. In the mid-1890s, 
journalists and social investigators started to visit those slums and publish what they saw in 
lurid and sensationalistic language. Journalists such as Matsubara Iwagord and Yokoyama 


Gennosuke depicted the almost sub-human conditions of those who lived in urban squalor. 
Suzuki Umeshiro’s report on Nago-cho, Osaka’s most destitute slum, included detailed and 
fascinating observations of people’s attitude to cholera, since the reporter was staying there 
when cholera broke out in Osaka.®* Umeshiro found that residents of Nago-cho had absolutely 
no qualms about eating foods that were deemed harmful. Fishmongers sold disgusting fish, such 
as bony scraps or half-rotten fish discarded by other fishmongers as unsuitable for respectable 
customers. Observing people eating such food, the reporter wrote: ‘every item sold in the shop 
was a powerful cholera-causing material in its own right’. Expressing the theory of dietary 
pathogenesis of cholera, the reporter also claimed that the rapid diffusion of cholera in this 
area was primarily due to the voracious consumption of half-rotten food. 


From the viewpoint of slum dwellers, eating proper food was far beyond their means: their 
income was so low that they could not buy rice and they collected half-rotten discarded food to 
survive. One of Nago-cho’s informants protested against the charge that their dietary habits 
were propagating cholera: ‘Rich people blame us for eating improper food and thus diffusing 
cholera to society. When we try to buy proper food, we find that we cannot make ends meet 
unless we engage ourselves with illegal activities.’°? Although there is some doubt over the 
authenticity of the informant’s words, Suzuki pointed out the crux of the problem: if eating 
properly was a requisite of hygienic citizenship, the urban poor, who could not buy proper 
food, faced the hard choice of being either a criminal or a cholera-spreader. The vision of 
hygienic citizenship through the regimen under the marketplace excluded the poor sector of 
society. 


Conclusion 


This chapter has examined the history of cholera in terms of its impact on humans through the 
environment and people’s understandings of the disease. Through the analysis of cholera 
epidemics in Tokyo in the late nineteenth century, I have tried to emphasize the importance of 
the historical construction of the environment and ideas of prevention. Although Japan was one 
of the first and arguably most successful non-Western countries which modernized and 
Westernized its medical and public health provisions, its path was far from a story of 
progressive modernization and Westernization. The pattern of modernization was markedly 
different from one social sphere to another, and this chapter has highlighted stark differences 
between the sphere of the policy of the state and other public authorities, on the one hand, and 
the sphere of individual consumption of food in the marketplace, on the other. Japan’s 
modernization of the state public health machinery represented a sharp break around the Meiji 
Restoration, while the commercialization of health-seeking behaviour that had developed much 
earlier in Edo and other large cities showed remarkable continuity in models for the prevention 
of the disease. Commodification of health was flexible, or even protean, absorbing traditional 
yojO, Western medicine, elite discourse and popular culture. This chapter highlights the 
importance of studying the role of the marketplace as a meeting point of tradition and 
modernity. Fernand Braudel wrote that the ‘clamour of the market-place has no difficulty in 


reaching our ears’. Perhaps it is time for medical historians to listen more carefully to the 
clamour of the marketplace in order to grasp the complex processes in the modernizations of 
medicine. 
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HISTORIES AND NARRATIVES OF YELLOW 
FEVER IN LATIN AMERICA 


Monica Garcia 


This chapter debates the historiographical perspectives that have dominated historical 
narratives of yellow fever in Latin America. Almost invariably, historians have assumed that 
past accounts of yellow fever refer to the same yellow fever that historians know and 
understand according to modern medicine. We identify the development of medical 
bacteriology as the watershed between old ideas and the new path that led to current notions of 
the fever — as caused by a microorganism, a virus. But no matter how we intend to historicize 
medical notions about the fever, most of us have actually avoided questions about what did 
‘vOmito preto’, black vomit, yellow fever or periodic fevers of the yellow fever variety refer 
to, according to contemporaries’ interpretations and worldviews. The historiography of yellow 
fever in Latin America conveys the assumption that when historians find these terms in 
documents produced by doctors and policy-makers at any moment or location, those 
expressions refer invariably to one and the same yellow fever: acute viral haemorrhagic 
disease transmitted by infected mosquitoes and distinguishable thanks to salient symptoms such 
as jaundice, black vomit and fever. The unintended consequence of this apparently 
unproblematic decision is that we ignore one of the fundamental questions related to studying 
diseases historically: the contentious character of medical knowledge, hence of the things 
designated by it. The aim of this chapter is to analyse the historiographical approach to yellow 
fever, particularly the one that takes for granted current medical knowledge and performs 
retrospective diagnosis — an approach that could be named presentism in the historiography of 
yellow fever.t The varied narratives that have been produced from such a standpoint are 
summarized here. Finally, a brief exposition of some of the perspectives and themes that could 
help us to circumvent such presentism is discussed in the last part of this chapter. 


Historiographical perspectives 


It is common for historians of yellow fever to start their narratives from the secure point of 
scientific understanding of the fever according to current medical knowledge — what we 
consider the ‘true’ yellow fever. We reify what we think is the actual yellow fever — that is, we 
treat yellow fever as if it were a non-transmutable reality. After we are convinced that we are 
dealing with a clear-cut natural object, we feel safe to devote ourselves to the political, 


institutional, economic, cultural or environmental factors involved in the efforts to understand 
and tackle yellow fever at any particular time and locale. As a consequence, we believe that 
the yellow fever that we find in past accounts is the true yellow fever as dictated by nature, the 
same fever as ours. Any difference between past accounts of the fever and our yellow fever is 
imputed to institutions, policies, economies and culture, all of these considered to be 
dependent on human action. 


In the 1980s, Charles Rosenberg’s influential definition of disease reinforced the distinction 
between nature and culture in histories of yellow fever.* According to Rosenberg’s definition: 


Disease is at once a biological event, a generation-specific repertoire of verbal constructs reflecting medicine’s 
intellectual and institutional history, an aspect of and potential legitimation for public policy, a potentially defining element 
of social role, a sanction for cultural norms, and a structuring element in doctor/patient interactions. In some ways disease 
3 


does not exist until we have agreed that it does — by perceiving, naming, and responding to it.- 
Historians of disease in Latin America who have claimed to work from a socio-constructivist 
approach, have enthusiastically taken up Rosenberg’s definition as a way to justify the study of 
the social, cultural and political dimensions of disease. However, as Adrian Wilson has 
pointed out, Rosenberg’s essentialism that fixes the biological basis of diseases might have 
hindered the socio-constructivist impulse of the 1980s which looked at medicine as a social 
practice.2 Socio-constructivists created a space for the historicization of medical knowledge 
and facts.° The fact that historians of yellow fever continue to consider contemporary medical 
knowledge to be the truth and yardstick to write the fever’s history only confirms the success of 
Rosenberg’s definition. It is also a sign of the fact that these historians seldom refer to the 
insights of fields such as history of science and the sociology of scientific knowledge (SSK) 
which have taken the socio-constructivist approach further. 


Although sharing with historians of science and the SSK in general the goal of unveiling the 
ways natural knowledge is produced, historians of medicine and public health have been very 
slow or reluctant to take up the insights of these fields. Historical, sociological and 
anthropological reconstructions of how scientists work have extensively shown that natural and 
social facts are the result of processes involving varied strategies and material arrangements. 
These works emphasize the material basis of scientific endeavours and the practices involved 
in the co-production of the natural and the social. Historians of medicine seem to have been 
very slow in adopting these understandings, as Michael Worboys denounced a few years ago.® 
Partly because they have been more interested in learning lessons from the past,? or because 
they deal with health, charged as it is with ethical compromises,/2 it may have been more 
difficult for historians of medicine to fully assume the consequences of historicizing medical 
knowledge and facts. However, it may be also possible that this reluctance is due to the fact 
that these historians, particularly in the Anglo-American context, have not been willing to 
abandon either the security of the ‘real thing’ — the yellow fever certified by the community of 
contemporary physicians and researchers — or the acknowledgment that comes with intellectual 
proximity to these certifiers. 


Ilana Lowy, a biologist and historian of science, is one of the few historians of yellow fever 


in Latin America who has tackled the history using some of the insights of SSK. In her work on 
yellow fever in Brazil between 1880 and 1950, she explores the science around yellow fever 
which involved international circulation of knowledge, varied practices and specific 
policies.1! Lowy acknowledges that objects such as the virus causing yellow fever or what we 
identify as the disease itself are the result of numerous mediations between society and nature, 
the result of a human activity. However, Lowy warns us that this does not mean that yellow 
fever is a pure expert construction. Maladies have an existence outside our experience and 
diverse human societies develop symbolic and practical tools to deal with them: diseases are 
bio-cultural phenomena, ‘a mixture of human-made elements’. Yellow fever would fall into 
the category of diseases that, besides patients’ experiences, is perceived thanks to methods that 
make them visible. So, Lowy argues, the history of the fever is inseparable from the history of 
these methods. That is why she locates one of the turning points in the history of yellow fever 
in the 1930s, when our current medical understanding of the fever — as caused by a well-known 
virus — found its first foothold in the technologies that made it visible. It was from then on that 
we had at our disposal techniques to identify the virus directly — reproducing the fever in 
animals or indirectly — via antibodies. Before the 1930s, Lowy continues, identification of the 
fever was only via clinical experience, sometimes supported by some pathological findings in 
the liver of the diseased and in epidemiological indexes. 


In accounts of the fever before the 1930s, argues Lowy, one cannot discard that other 
pathologies were included which were different from that of the virologists. Indeed, she 
reminds us that the symptoms of the ‘true yellow fever’ — high fever, jaundice, black vomit — 
are not specific to the fever; patients with malaria, leptospirosis, dengue, or typhoid fever 
could also portray them.’ Thus, when we refer to people suffering from yellow fever, we 
have, according to Lowy, to locate and explain what are the criteria used to define this 
pathology: non-specialized definitions, doctors’ definitions, or laboratory analysis. 
Nevertheless, even if we do not have the technology to make a retrospective diagnostic, she 
argues, ‘this problem is not an important issue when what we study is not the fever itself’..4 
‘For example,’ Loéwy continues, ‘when we find colonial physicians descriptions of the 
epidemics, it is not important if the subjects suffer from leptospirosis, malaria, typhoid fever 
or liver inflammation.’!° It is notable that Lowy highlights the role of technologies in producing 
medical understanding of the fever. However, by separating the study of the fever itself or the 
‘true yellow’ fever from its historical study she is implicitly separating nature from culture. 


As this brief analysis shows, histories of yellow fever in Latin America produced over the 
last three decades were written and continue to be written reifying what historians think yellow 
fever is. This is so even if historians acknowledge, as does Léwy, the social and material 
mediations that have been part of its history. In the next section, I summarize the narratives 
around which historians have constructed the history of yellow fever in the region from this 
historiographical perspective, that is, when historians take current medical knowledge at face 
value. Histories of yellow fever in Latin America have been produced by social historians, 
historians of medicine and public health and environmental historians who have constructed 
two main narratives around the fever: (1) that yellow fever is an historical actor that has 
shaped history; (2) that the history of yellow fever is intertwined with power relations 


including the racialization of public health discourse, the role of centres and peripheries in 
science, and US public health colonialism. All these narratives have as a point of departure the 
notion of yellow fever as defined by current medical knowledge. 


Yellow fever as an historical actor 


John Robert McNeill’s and Mariola Espinosa’s work on yellow fever in the Great Caribbean 
and Cuba respectively, are good examples of how historians have explicitly considered yellow 
fever — as defined by current medical knowledge — to be an important actor in shaping and 
explaining history° McNeill, an environmental historian, has been interested in how 
ecological changes that affected the development of yellow fever and malaria shaped empire, 
war and revolution in the Greater Caribbean between 1620 and 1914. Interestingly, as the 
author claims, his work provides a perspective that takes into account nature — viruses, 
plasmodia, mosquitoes, monkeys, swamps — as well as humankind in making political 
history.” Clearly, McNeill’s standpoint in his consideration of yellow fever and malaria is 
‘nature’ as defined by current medical knowledge, with the novelty that McNeill attributes to 
these natural actors an active role in shaping history and vice versa. This standpoint makes it 
possible for him to argue that, for example, the ecological change resulting from the 
establishment of plantation economies in the Colonial Caribbean since the 1640s would have 
improved breeding and feeding conditions for mosquito species involved in the transmission of 
yellow fever and malaria. The rationale of McNeill’s account of yellow fever is that sugar 
production would have brought with it deforestation which would have diminished 
insectivorous birds, hence reducing predation of mosquito eggs and larvae. Keeping water for 
dry seasons in kegs, barrels, buckets, as well as water collected in clay pots used in the 
production of semi-refined sugar, would have provided breeding grounds for mosquitoes.12 As 
for the virus, McNeill argues that already existing reservoirs in the bigger islands of Cuba, 
Jamaica, Hispaniola and in South and Central America were supposedly imported from Africa 
with the slave trade,/2 and must have been built upon with further cases of the virus imported 
with the African monkey migration in ships of slaves that crossed the Atlantic in the 
seventeenth and eighteenth centuries.22 ‘If true,’ continues McNeill, ‘all this could help to 
explain how local populations developed immunities to yellow fever . . . It suggests that 
especially on the big islands and the mainland, yellow fever could be endemic in the 
countryside and on the plantations, not merely in the cities.’ 


The presentism in McNeill’s work with regards to medical knowledge thus explains not only 
the occurrence of yellow fever in maritime ports (Atlantic trade) and on the mainland, but also 
why foreigners appear defenceless in contrast to resistant locals. Differential immunity across 
the Atlantic would have been used to political advantage. Until the 1770s, McNeill argues, 
immunity would have helped the Spanish to protect their empire from British and French 
invaders. Some leaders of Latin American independence movements of the nineteenth century 
would also have recognized the differential effects of yellow fever among locals and 
foreigners and adjusted their war plans with immunity in mind.” 


The fact that McNeill includes yellow fever as a factor that could explain historical 
outcomes is indeed an important call for historians in general, despite McNeill’s presentism 
with regards to medical knowledge. But this presentism makes him judge past knowledge as 
true or false according to the rationale dictated by modern medicine. He describes medical 
ideas and preventive and therapeutic practices surrounding the fever in the Great Caribbean, 
including both the European tradition (Hippocratic and Galenic medicine), and Afro- 
Caribbean medicine. However, McNeill makes judgements about the usefulness of this 
knowledge and these therapeutics according to his understanding of the fever. Of course, these 
judgements make little contribution to understanding the people who supported these practices. 
Both ‘conventional wisdom’ and certain practices appeared, at least in McNeill’s eyes, to be 
truly helpful in keeping the fever at bay, even if those measures were produced for other 
purposes.”2 

Using current medical knowledge as the yardstick to investigate the history of yellow fever, 
Mariola Espinosa also confers to this ailment some sort of historical agency. Espinosa 
explores the role of yellow fever in the USA—Cuba relations during the decades surrounding 
the independence of the island from the Spanish crown (1878-1939). Her argument is that the 
yellow fever virus had a crucial and long-lasting impact on the relationship between Cuba and 
America.24 Yellow fever had repeatedly spread from Havana to the US South in the late 
nineteenth century, affecting not only the southern economy but also the entire country. Thus, 
yellow fever became a source of apprehension to the US government long before the United 
States declared war on Spain in 1898. Particularly after the economy of the Mississippi Valley 
was seriously affected during the 1878 epidemic, the idea that the United States should acquire 
Cuba so as to ensure the health of the South became an inexorable conclusion and Cuba was 
invaded in 1898 to end the threat of yellow fever.” 


Espinosa shows that the US war on yellow fever that started with the invasion of Cuba and 
continued until 1909 was not principally aimed at protecting the occupying force or improving 
the health of Cubans but was an attempt to eliminate the source of the infection. For this reason, 
Cubans resisted this colonial intervention in public health, acknowledging that keeping the 
island free of yellow fever was primarily a benefit to the United States. Espinosa highlights 
how Cubans struggled against the US characterization of Cuba as inherently dirty and disease- 
ridden and fought to make it known that the United States was dependent on Cuba for public 
health rather than the reverse. As part of these claims, Cubans refused to accept US myth- 
making regarding the scientific victory over yellow fever and insisted on acknowledging and 
celebrating the important role of their compatriot, Dr Carlos J. Finlay, in the story.“ 


Considering yellow fever as an historical actor that should be taken into account in the 
production of historical narratives and explanations is an important insight for historians in 
general. As the work of McNeill and Espinosa shows, historians can undoubtedly see in past 
descriptions of yellow fever how the virus, the mosquito and the illness itself unfolded, even if 
contemporaries were blind to the fever’s ‘real nature’ — that of current medical knowledge. 
This latter presentist approach has also informed the second kind of historical narrative that 
has dominated the historiography of yellow fever in Latin America, namely the politics of 


yellow fever. 


The politics of yellow fever 


The bulk of the historiography revolves around the idea that yellow fever is intertwined with 
power relations. Historians have thus constructed narratives that shed light on the multiple 
ways in which yellow fever created opportunities to set differences among people and 
between societies, in terms of (a) the racialization of public health discourse; (b) the role of 
centres and peripheries in science; and (c) US public health colonialism. 


Sydney Chalhoub’s account of yellow fever in Brazil during the second half of the nineteenth 
century intends to illustrate how yellow fever was involved in racialized arguments about 
Latin American inhabitants.22 Chalhoub shows how medical explanations of Rio’s yellow 
fever epidemic in the early 1850s and then in the early 1870s moved between medical thinking 
and political and racial ideology. During these epidemics Brazilian doctors dealt with the 
problem of why Africans and Afro-Brazilians suffered comparatively less from the disease 
than local whites and, especially, European immigrants. Brazilians, argues Chalhoub, did not 
follow the racial argument according to which Africans were naturally fit to work in the 
difficult conditions of warm climates, neither did they follow the line of thinking which 
emphasized the detrimental conditions of the Brazilian environment for foreigners. Contrary to 
American and European explanations, which oscillated between these two arguments, 
Brazilians explained the differential susceptibility between locals and foreigners in terms of 
general notions of environment and acclimatization. To them yellow fever was produced under 
poor sanitary conditions featuring filthy marshes and animal and vegetable material in 
decomposition. People who had long been exposed to such conditions — native Brazilians from 
the city of Rio — tended to fare better during an epidemic than those who were still becoming 
acquainted with such an environment, namely immigrants recently arrived from Europe. 


In the 1870s, continues Chalhoub, this environmental language acquired new political and 
racial significance. Yellow fever had become the major public health challenge in Brazil and 
one of the main obstacles to the project of Brazilian planters: European immigrants, the main 
victims of yellow fever, were those who would cover possible losses in the workforce from 
the emancipation of slaves that eventually happened in 1888. Yellow fever was perceived to 
be a hindrance to the anticipated smooth transition from slavery to free labour through the use 
of European immigrants. The destruction of immigrant settlements in Rio was considered 
necessary because they were associated with immigrants dying of yellow fever and this 
association could discourage potential European immigrants from taking their chances in 
Brazil. Yellow fever was perceived as an obstacle to the country’s progress and civilization. 
Thus, concludes Chalhoub, Brazilian medical thought and sanitary policies were deeply 
informed by a specific racial ideology: they had become active components in the making of 
the whitening ideal. 


The racialization of the health discourse in late-nineteenth-century Brazil as presented by 


Chalhoub hints at the complexity that should be considered when dealing with nineteenth- 
century accounts of yellow fever. This kind of discourse was also present in Colombia as is 
shown in the final section of this chapter. Chalhoub’s account of yellow fever, however, 
presumes that yellow fever is the fever of contemporary medicine; epidemics of yellow fever 
since the 1870s would have thus been involved in the labour crises of Brazil contributing to 
shape racial ideologies. Nature and culture, although related, are kept separated. 


Historians working from a presentist perspective have also seen in the history of yellow 
fever an opportunity to make claims about how science developed in Latin America. These 
claims can be summarized in terms of the centre and periphery approach. Since the 1980s, one 
of the frames that has been used to explain how science developed in regions like Latin 
America is the diffusionist model according to which science is produced in some centres 
(European or American) and eventually spreads to or acclimatizes in the peripheries.2° 
Without contending this colonial model, historians of science in Latin America have tried to 
show how science does not arrive to fill an existing vacuum and have even looked for cases of 
scientific success in the periphery.“2 The controversy around the establishment of the mosquito 
as the vector of yellow fever between 1878 and 1900 is a case in point: some contemporaries 
and historians argue that the Cuban, Carlos Finlay, who in 1878 hypothesized that mosquitoes 
Aedes aegypti transmitted yellow fever, was the actual author of this discovery while others 
argue that this discovery should be attributed to the US Yellow Fever Commission appointed to 
Cuba which took up and demonstrated Finlay’s hypothesis 20 years later, in 1900. Indeed, 
according to Espinosa, Cuban contemporaries discredited the narrative of the scientific 
triumph over yellow fever that was prevalent in the United States and that excluded Finlay and 
granted all credit to US scientists. The act of vindicating the glory of Finlay, even while 
acknowledging his participation with the US Commission, had a political purpose: to vindicate 
an independent Cuba.“2 For Cubans then and today, Carlos Finlay should be credited with the 
discovery of the mosquito as the vector of the fever, and they blame the US Yellow Fever 
Commission for having used Finlay’s theory, instruments and preparations to steal the 
authorship of the discovery.2! 


Historians of medicine and science in Latin America, on the other hand, have been 
concerned with the place of Latin America in the production of universal science. Debates 
around the discovery of the mosquito transmitting yellow fever are insightful. Among historians 
of yellow fever it is conventional to argue that Carlos Finlay did correctly hypothesize that the 
mosquito transmitted yellow fever, but also that the US scientists of the Yellow Fever 
Commission confirmed Finlay’s hypothesis by performing convincing experiments two 
decades later.2* According to this version Finlay, while having correctly denied that filth and 
fomites would transmit yellow fever, would have however failed to demonstrate his mosquito 
hypothesis since he had not realized that this insect does not become infectious immediately 
after biting a yellow fever patient.22 By combining the theory of Finlay with the findings of a 
US sanitarian Henry R. Carter, who established that 10 to 12 days elapsed between an initial 
infection of a previously disease-free location and subsequent secondary cases, the US Yellow 
Fever Commission was able to perform experiments convincingly proving Finlay’s 


hypothesis.4 In this account, scientific failure on the side of Finlay would explain the lack of 
recognition for the work of the Cuban doctor for 20 years and also the position he shares with 
US scientists in the discovery of the mosquito as transmitter of yellow fever. 


Other historians have tried to give more credit to Finlay and wonder not what was wrong 
with Finlay’s science but why it took two decades for his mosquito hypothesis to be taken up 
by the scientific community. Even further, they have asked why it took the US Yellow Fever 
Commision only two months to confirm Finlay’s hypothesis, despite the fact that they 
committed ‘many of the same errors which Finlay had been accused of making’.° The 20 
years’ delay has been explained partly because Americans condemned scientific work in Latin 
America. George Miller Sternberg, the army medical officer who had visited several Latin 
American countries in the 1880s in his quest for the bacteriological cause of the fever, 
condemned the work of Brazilian and Mexican doctors who had claimed to have found not 
only the germ causing yellow fever but also a preventive method. Despite Sternberg’s contact 
with Finlay, it would not be until the acceptance of insect vectors in disease and the US 
occupation of Cuba that interest and resources were brought together so as to make possible 
serious consideration of Finlay’s idea. 


Francoise Delaporte, on the other hand, has claimed that Finlay was not original in his idea 
of the mosquito as key in the transmission of yellow fever. Finlay was indebted to Scottish 
physician Patrick Manson for the idea of the mosquito — even if Finlay did not recognize this or 
mention Manson — from which he formed the notion of the insect as agent of transmission. What 
explains the success of the US Yellow Fever Commission is Ronald Ross’s hypothesis that the 
mosquito serves as intermediate host. Ross was key in taking into account the period during 
which the yellow fever germ incubates in the insect’s body for a successful experimental case. 
The 20 years’ limbo of Finlay’s hypothesis was not due to intentional or unintentional denial 
from Americans, but this was simply the time that it took to unravel the mechanism of malarial 
infection.=2 


The historical epistemology of Francoise Delaporte and efforts by historians to judge the 
correctness of the experiments performed by Finlay and the US Yellow Fever Commission 
imply some sort of compromise on the part of historians with regard to what is considered to 
be true science. Instead, historians should better historicize science itself. In the last section of 
this chapter some of the questions that historians of science and the SSK have addressed are 
explored in order to point to ways that could help us to take up such an endeavour. For the 
moment it is sufficient to say that historians dealing with the discovery of the mosquito have 
helped us to understand the politics of this insect since they have clearly described how once 
Aedes aegypti was established as the vector of yellow fever it became paramount for the US 
colonialist public health project in Latin America. Eradicating this insect from maritime 
settlements became the cornerstone of US campaigns against yellow fever in Latin America in 
the first half of the twentieth century, hence fostering US economic expansion and intervention 
in the region. 


The politics of the Aedes aegypti is indeed evident in the work of the philanthropic US 
institution, the Rockefeller Foundation (RF). Historians have described the role of the RF in 


promoting public health and in supporting public health education and public health services in 
Latin America between the 1910s and the 1940s, in line with RF’s aims of ‘advancing 
developing economies, promoting international goodwill, improving productivity, and 
preparing the state and professionals for modern development’.*? Historians have also 
denounced the RF’s colonial approach to Latin America as well as its role in fostering US 
economic and cultural expansion in the region. From tempering anti-US sentiments in post- 
revolutionary Mexico,22 to subjecting people to open-ended experiments with anti-hookworm 
treatments,“ and ignoring local initiatives and needs,*! according to these historians the RF 
worked with the premise that Latin American societies were uncivilized. Historians have 
criticized the RF’s narrow-minded approach to public health that ignored local health and 


social problems of much greater magnitude or concern.“ 


The work of the RF on yellow fever was at the heart of imperial expansion of the US in the 
region. Indeed, although eradicating yellow fever was not the RF’s primary goal, the call of the 
US military after 1914 encouraged the RF’s involvement in yellow fever campaigns. The 
reason was the opening of the Panama Canal that year. After successfully eliminating yellow 
fever from Cuba in 1900 by destroying the mosquito, the US’s next concern was Panama. Once 
Panama separated from Colombia in 1903 with the involvement of the US, Americans were 
able to take up the construction of the canal with the help of the US officials who had sanitized 
Cuba. These actions set the basis for preventing the Caribbean sources of yellow fever 
reinfecting the southern US, as contemporaries feared with the opening of the canal in 1914.8 


The involvement of the RF started with the Yellow Fever Commission sent to South 
America in 1916. This commission set the basis for future campaigns against the fever which 
hinged around the idea that only few endemic centres of the disease, the so-called key centres 
(large coastal cities), served as seedbeds for infection. The RF thus concentrated eradication 
efforts on cities that harboured, or were suspected foci of, endemic yellow fever in maritime 
settlements in Central America, Ecuador, Guatemala, Peri, México and Brazil during the 
1910s and 1920s with some success. Brazilians had managed to eradicate the fever with anti- 
mosquito measures in Rio de Janeiro from 1903. The method used by the RF was the use of 
yellow fever brigades in the destruction of the mosquitos and larvae, as well as house 
inspections, the depositing into water of small fish receptacles that would eat mosquitoes’ 
larvae, and the use of petroleum in ponds and marshes where the female mosquitoes lay their 


eggs. 


Historians have shown how the RF’s work on yellow fever was shaped not only by US 
economic interests but also by local politics. In Mexico, the RF’s yellow fever campaign 
helped to stabilize and legitimize Mexico as a state and created the basis for future institutional 
developments in post-revolutionary Mexico.“ Veracruz was one of the most important US 
enclaves in Latin America with the monopoly of the oil industry. The US invasion in 1914 of 
Veracruz shows how threatening the Mexican revolution was (1910-29) to US investments. 
Anti-US sentiments, as well as clashes between local sanitarians who had worked in the 
control of yellow fever before the RF arrived, were common. In a tense environment, the RF 
Started its campaign against yellow fever in 1921. This campaign alongside other health 


measures helped anti-US sentiments to be turned around. In other regions where the US also 
had economic interests, such as in Yucatan, fears of separatist movements and bolshevism 
prompted support from the national government for the RF campaign.” 


In Brazil, the RF began to work in 1923 in the north-eastern part of the country where 
yellow fever threatened migration and commerce. The campaign has been described as being 
implemented on the line between persuasion and coercion.“ By 1928 the RF claimed that 
yellow fever was close to being eradicated. However, this statement was contested by 
Brazilian doctors who argued that cases of yellow fever had widely increased in the interior of 
the country, in the north and in Minas Gerais.* This was the case also in Colombia, where RF 
officials who visited Colombia in 1916 ignored the work of local doctors who in 1907 — and 
later in 1923 — described cases of yellow fever in the mainland that would eventually be 
known as the sylvan yellow fever. The disease’s unexpected re-emergence in Rio de Janeiro 
in late 1928 ended up convincing RF doctors that forests were and had been sources of yellow 
fever for decades, resulting in a massive two-decade-long yellow fever campaign. This 
campaign developed in close cooperation with Getulio Vargas’ regime (1930-45) and 
eventually extended into rural areas. The RF controlled the epidemiological surveys via 
viscerotomy (analysis of livers from people who died of yellow fever), the systematic 
elimination of Aedes aegypti, and from 1937 the production and distribution of the vaccine 
developed by RF laboratories. The last big yellow fever epidemic was in Rio in 1928-29. 
Later sporadic cases and the sylvan yellow fever were controlled with vaccination.“2 


Themes and methods 


One of the reasons that could explain presentism in the historiography of yellow fever is the 
fact that historians have not been interested in the insights of the history of science and of the 
SSK developed since the 1980s. Even if medical knowledge has not been the object of enquiry 
of these historians, it is possible to argue that by ignoring the contingent character of scientific 
knowledge, hence of the things designated by it, these historians have overlooked the concerns 
of the people they study that were connected with yellow fever as an historical actor or even 
with the politics of the fever. Before illustrating these points let me first consider what it is that 
SSK and history of science invite us to see. 


SSK encourages us to be impartial with respect to truth or falsity, or success or failure, in 
knowledge claims and to be symmetrical with regard to the causal explanations about why 
certain knowledge came to be judged as true or false.22 The presumption is that explanations 
for the cognitive decisions of scientists reside neither in natural reality nor in the logical 
structures of individual cognition, but must be found in the contingent judgement involved in 
scientific work.2! This means that the content of knowledge is radically under-determined by 
the forms and structures of natural reality; that the application of scientific concepts to the 
natural world is ultimately a matter of inductive judgement, not deductive logic; and that the 
meaning and use of such concepts is therefore capable of changing over time. 


As the vast historiography of science of the last three decades shows, contingency in the 
history of science is related to several factors. First, there are certain worldviews within 
which what is considered scientific and valid is agreed on by groups supporting these 
worldviews — the ‘styles of knowledge’ of Ludwik Fleck.22 Second, there are literary 
technologies, such as public demonstrations, debates in newspapers, scientific congresses, 
textbooks and peer review, that make it possible for scientists to gain the trust of both experts 
and lay people and as a result gain legitimacy.»° Third, the practices through which scientists 
translate the objects they work with into portable inscriptions — charts, numbers, tables, 
curves, etc. — circulate and allow scientists to make claims of universality.24 Fourth, tacit 
knowledge is involved in performing experiments according to specific traditions. Finally, 
there are complex networks of people and objects involved in scientific work, of which 
scientists are just one component.2° One can hardly see in the historiography of yellow fever in 
Latin America a consideration of any of these points, either in the subject that has attracted 
historians’ attention — the discovery of the mosquito — or in the subsequent efforts in 
understanding the epidemiology of the fever, either in the research involving the discovery of 
the virus in the 1920s, or in the production of the vaccine in the late 1930s. If historians take 
some of these proposals seriously, some of the themes that have been only hinted at within the 
presentist historiography of yellow fever arise as truly relevant historical problems. 
Furthermore, new objects of historical enquiry emerge. These new topics could complement 
and deepen the narratives that have dominated the historiography of yellow fever in the region, 
but from a non-presentist view of the fever with regard to medical knowledge and facts. Let me 
take the case of the nosology of fevers in nineteenth-century medicine, the climatic and 
geographic determinism of diseases, and the debates surrounding mainland yellow fever. 


In 1981, William Bynum called attention to the fact that there were not many historical 
works dealing with fevers, even though the bulk of medical literature did deal with them, at 
least before the bacteriological revolution.2/ Indeed, if we look at textbooks from the mid- 
nineteenth century, we find that fevers, defined by heat and acceleration of pulse, were among 
the few diseases around which pathologists organized pathology (inflammation, poisoning, 
haemorrhage and diseases specific to organs and tissues were among the few others). This 
classification of diseases reveals the tension between eighteenth-century nosology and 
anatomo-pathology. Indeed, the so-called essential fevers were considered to be a group of 
diseases on their own via a negative definition: they were fevers not associated with any 
inflammation and whose organic basis was unknown. Thus, because of the lack of a lesion that 
would explain the fevers, doctors used a system of classification of fevers according to 
symptoms. This system revolved around genres, species and varieties. The criteria for sorting 
out fevers in such a hierarchical scheme were variations of the fever in time as well as 
associated symptoms such as headache, haemorrhages, diarrhoea, eruption on the skin. For 
example, in the third edition of the French textbook of pathology used in Europe and Latin 
America, the Traité élémentaire et pratique de pathologie interne by Augustin Grisolle, 
fevers were divided into five genera — continuous, eruptive, intermittent, remittent, and hectic 
fevers — depending on the intervals at which the fever happened and on the associated 
symptoms. Hectic fevers were those fevers which were the expression of a hidden disease that 


would eventually become visible to the doctor. In the continuous group Grisolle located 
several species: yellow fever or typhus of America; typhoid fever; typhus of Europe; Eastern 
typhus or Plague; bilious fever of the warm countries, which was supposed to be the most 
common fever in the southern regions of the US; and inflammatory fevers. Descriptions of 
yellow fever were based on information from epidemics in the US, in Europe and from the 
French working in the French Antilles. 


Grisolle characterized yellow fever by both jaundice and black vomit and classified it as 
typical of warm countries of the Americas, some parts of Africa and southern Europe. 
Foreigners were considered to be more susceptible to acquiring the fever than natives. In this 
frame of thought, the boundaries between yellow fever and the bilious fever of warm countries, 
for example, could be difficult to draw and it may be the case that a general practitioner would 
see yellow fever coexist with intermittent pernicious fevers, making diagnosis difficult. To 
make things even more complicated, doctors could also witness the transformation of 
intermittent pernicious fevers into remittent fevers and then into continuous fevers with the 
symptoms of yellow fever (jaundice and black vomit in nineteenth-century terms). 


In Colombia, on the other hand, mid-nineteenth-century doctors grouped fevers into two 
genres: continuous and periodic fevers. In contrast to Grisolle, whose textbook they knew, 
Colombian doctors grouped together eruptive and continuous fevers, believing that the 
eruptions of the skin in smallpox and of the intestine in typhoid fever were part of the same 
pathological process. They also identified the yellow fever variety as belonging to the 
intermittent pernicious fever group and not to the continuous group as their French counterpart 
did. Yellow fever was grouped with the periodic fevers, probably as a way of emphasizing the 
miasmatic origin of these fevers which doctors associated with agricultural production in the 
low warm lands. This association allowed them to claim the local origin of intermittent fevers 
of the yellow fever variety and reject any idea in favour of the imported hypothesis. Colombian 
doctors followed the widely known French anticontagionist, Nicolas Chervin, in this argument. 
Chervin had studied the epidemics of the Caribbean and the US between 1820 and 1822 and 
the Gibraltar epidemic of 1828. He was adamant with regards to the miasmatic and local 
origin of the fever. Colombians found Chervin’s argument persuasive since it allowed them to 
highlight their scientific expertise and superiority when compared to Europeans. Indeed, with 
regards to pathologies locally produced, such as fevers, Colombian doctors claimed that 
because they were in direct contact with these ailments, they knew them better than their 
European counterparts.22 


The transformation of nineteenth-century continuous or discontinuous fevers into what are 
today known as specific fevers (typhoid fever, typhus, malaria or yellow fever) has scarcely 
been the subject of historical analysis, at least one that escapes teleological assumptions with 
respect to medical knowledge. Leonard Wilson and Dale C. Smith have shown how the 
continuous fevers, typhoid and typhus, reached an anatomo-pathological identity by mid- 
nineteenth century in Europe and America;®? but very few historians have been interested in 
how periodic fevers became yellow fever and malaria. The attention of historians to epidemics 
in Europe up until 1857 and to those happening in North America up until the 1878 epidemic 


has focused on the contagionist/non-contagionist debate and on public health policies 


surrounding epidemics, always from a presentist perspective. 


In Colombia, the transformation of periodic fevers into yellow fever and malaria took more 
than two decades, from the moment the first account of the family of fevers was produced in 
1859 until yellow fever became framed as a distinct disease deserving to be studied in its own 
right around 1887. Until 1886, the blurred boundaries between the species and varieties of 
periodic fevers, as well as the miasmatic theory according to which these fevers were locally 
produced by putrefaction of organic matter, formed a framework that suited doctors’ arguments 
in favour of building a national medicine. Colombian doctors claimed that studying local 
pathologies, such as the periodic fevers of the warm climates of which Europeans, unlike them, 
had no first-hand contact, would be the way to truly know the nature of such pathologies.“ 
These arguments had changed by 1887, when a hands-on practice, the preventive inoculation of 
a microorganism against yellow fever, triggered a debate among Colombian medical elites that 
culminated with the acceptance of yellow fever as a specific disease caused by a germ yet to 
be established.© The rhetoric of building a national medicine was replaced by claims around 
doctors becoming members of the universal land of science via bacteriology in a process that 
involved the consolidation of new ways of knowing among Colombian scientific elites.“ 


As this example shows, the decision not to take for granted what yellow fever means and to 
be impartial and symmetrical in the ways we approach yellow fever historically, makes it 
possible to see that for nineteenth-century medicine yellow fever was a variety within a fluid 
family of fevers which therefore could be transformed from other continuous or periodic 
fevers, depending on the medical community historians are referring to, in this case the French 
and the Colombian respectively. Historical explanations about doctors’ claims with regard to 
the place of cases of fever in any of the genera, species and varieties of the family of fevers, 
but most importantly historical explanations about why doctors decided whether the variety of 
yellow fever was imported or originated locally, should be looked for not in the disease itself 
— as we know it — but in the historical contingency of knowledge and of the things designated 
by it. From this perspective, it is possible to argue that nineteenth-century yellow fever was not 
a disease on its own. Of course, from the presentist view it is possible to argue that yellow 
fever was a distinct disease if we take jaundice and black vomit as the true markers of the 
fever. These two symptoms were indeed the symptomatic traits by which mid-nineteenth- 
century medical authors such as Grisolle separated yellow fever from other fevers, but the 
fever was not confined to that in the cosmology of these doctors. By giving attention to the 
frame and worldview to which yellow fever belonged in the nineteenth century, we can also 
notice that climate and geography were considered to be part of its identity in many ways. 


Arguments about the local origin of disease were coupled — at least in Colombia — with 
ideas about the climatic determinism of disease and people, which rekindled Hippocratic 
notions about the role of climate in producing disease. Doctors linked medical geography, 
plant geography and transformist ideas in order to explain the distribution of diseases and 
people’s susceptibilities to falling ill through a racialized discourse about people’s 
capabilities.’ According to views about the inferiority of natives and African people, 


inherited from colonial times, Colombian medical elites of the mid-nineteenth century 
considered the so-called blacks to be more resistant to diseases of warm climates in lowlands, 
such as periodic fevers, thanks to centuries of acclimatization. Natives of the Andes Mountains 
and Spanish descendants would be more adapted to temperate European-like climates of the 
highlands and would be therefore more susceptible to illnesses typical of the lowlands. The 
alleged susceptibility to periodic fevers of people coming from the highlands down to the 
areas of tobacco production in the lowlands alongside the Magdalena River during the 1840s 
and 1850s would have reinforced this argument for climatic and racial determinism of people 
and disease. Furthermore, mirroring the social division between the old colonial castes known 
as whites, blacks and natives — or the so-called races in the new republic (1810) — elite 
doctors extended this determinism to explain labour divisions: whites would be more suitable 
for intellectual work, whereas blacks would be fit to work under the burning heat of the 
lowlands. 


Given the pre-eminence of the climatological and geographical notions with which 
Europeans and Latin American elites understood differences between the old and new world 
after Spanish rule ended in Latin America,®? it is worthwhile to wonder whether Latin 
American medical communities also used the geographic determinism that pervaded 
nineteenth-century worldviews in considerations of diseases and of fevers in particular. 
Needless to say, this world of geographic determinism has escaped the majority of historians 
of yellow fever in Latin America who have worked from a perspective of yellow fever in 
contemporary terms. 


The reader could argue that since the infectious character of yellow fever was agreed on by 
around 1900 (a microorganism transmitted by a mosquito), there is no need to be aware of 
earlier views of the fever since from that moment the fever described by twentieth-century 
doctors was the same as ours. Following this rationale, one would easily accept that Fred 
Soper, working for the RF in Brazil, established for the first time in 1935 the sylvan cycle of 
yellow fever, that is, that yellow fever was not confined to the maritime settlements. Again, by 
taking for granted our knowledge in relation to the fever and the idea that science develops in 
centres that spread to the peripheries — the USA and Latin America for that matter — we have 
overlooked the fact that long before the RF conducted research in Latin America and Africa, 
Latin American physicians were debating the possibility of yellow fever — or the variety 
yellow fever of the periodic fevers — unfolding inland, alongside rivers, without even linking it 
to importation, and in rural areas far away from maritime settlements. Indeed, Jaime 
Benchimol has suggested that the nineteenth-century epidemics of yellow fever occurring in 
mainland areas of Brazil had an impact on widely held conceptions of yellow fever.” 
Benchimol argues that these epidemics might have helped hygienists, clinicians and 
bacteriologists to defend the idea of the fever being a specific disease of the inter-tropical 
regions. Unfortunately, it seems that nobody has taken up the analysis of these debates. 


In Colombia, debates about periodic fevers typical of the low warm lands — including the 
variety of yellow fever — intensified during the 1860s and 1880s when epidemics of periodic 
fevers occurred alongside rivers and also up to the highlands. Doctors struggled to identify the 


nature of such fevers, which prompted doubts as to whether it was the yellow fever variety or 
not.2 Even after a specific yellow fever had been defined as an infectious disease and the idea 
of transmission by the mosquito was accepted, twentieth-century Colombian physicians 
diagnosed the ‘jungle yellow fever’ around the 1910s in villages surrounded by forests, far 
away from maritime settlements. This work was ignored by the RF officials from 1916 and 
until the 1930s, and by historians until recently.4 


Epilogue 


The pervasiveness of presentism in the historiography of yellow fever in Latin America and 
the consequent selection of historical themes that resonate with historians’ views of the fever 
and of science could explain how themes such as those mentioned above have been neglected. 
Indeed, there are more histories about the discovery of the mosquito or about the debates 
surrounding the bacteriological cause of yellow fever during the 1880s in Latin America than 
the political nature of the nineteenth-century nosology of fevers, the Latin American doctors’ 
debates with regards to the mainland yellow fever variety, the particular practices that have 
shaped medical knowledge about the fever, the circulation of people, knowledge and objects in 
the region, and the climatic and geographic identity of the fever. 


Historians have described how the climatological worldview and ideas about the 
geographical influences in the populations, nature, bodies and diseases, have informed visions 
of the post-colonial new world. There are few histories of diseases in Latin America — 
presentist or not — that point to the fact that neo-Hippocratic ideas and medical geography, with 
their implicit climatic determinism, were alive until the beginning of the twentieth century.4 
This dimension has escaped historians of yellow fever in particular because of their decision 
to consider nature a fixed object according to contemporary medicine. Historians of yellow 
fever in Latin America have so far not found it problematic to take for granted modern science, 
partly because they invest their work also with the authority that our societies grant to medicine 
and surely because they have neglected the insights of fields such as the history of science and 
SSK studies. 
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14 
RACE, DISEASE AND PUBLIC HEALTH 





Perceptions of Maori health 


Katrina Ford 


In the first decade of the twentieth century, Dr Peter Buck, also known by his Maori name of Te 
Rangi Hiroa, was concerned about the devastating impact of tuberculosis on Maori 
communities in New Zealand. Arguing for urgent measures to prevent the spread of the disease, 
Buck rejected the idea that Maori constituted ‘new soil’ for the tubercle bacillus. ‘Virgin soil’ 
theories were prominent in early-twentieth-century discussions about tuberculosis amongst 
‘primitive’ peoples, and could discourage public health efforts to combat the disease in 
indigenous communities.* To counter fatalism about Maori immunological weakness, Buck 
insisted that tuberculosis had existed amongst pre-European Maori, its effects controlled by 
their active, outdoor and sanitary mode of life. Buck believed sanitary reform could therefore 
arrest the impact of the disease: ‘If we can prove that phthisis is not one of the many gifts of the 
pakeha [European], we can at all events concentrate our attention upon local conditions 
without the haunting fear of the “luxuriant growth in new soil” theory.’ 


Buck’s argument indicates how conceptions of the relationship between race and disease 
could have profound significance for public health practice. The nineteenth century saw the 
rise of modern epidemiological science, and the investigation and prevention of epidemic 
disease.4 The analysis of disease in populations encouraged scientists to seek explanations as 
to why some groups of people were more susceptible to certain diseases than others. The 
nineteenth and early twentieth centuries were also an age of racial science, as scientists 
explained human diversity in terms of theories that organised peoples of the world into racial 
hierarchies.2 Apparent variations in susceptibility to disease were among the most obvious and 
intriguing of the differences between races, and were part of the edifice of ideas now known as 
‘scientific racism’. The relationship between race and disease was a preoccupation of many 
doctors, public health officials, epidemiologists and scientists until at least the middle decades 
of the twentieth century. The words of Dr Arthur Thomson, a mid-nineteenth-century physician 
and scientist, in his account of Maori society, would have resonated with many scientists 
during this era: ‘Intimately connected with the history of a people are the diseases which kill 
them, for although all mankind are born to die, the diseases which produce this result are 
dissimilar in different races.’® 


Historians are also interested in examining the relationships between race and disease. 


Practitioners of the social history of medicine, with its understanding of medicine as bodies of 
knowledge linked to socio-political contexts, analyse the embedding of racial ideas within 
medical discourse, and the role of medical science in creating and affirming racial 
inequalities. Analysis of tropical medicine in the late nineteenth century has demonstrated 
how integral racial and imperial ideologies were to the creation of this medical sub- 
discipline.2 Post-colonial scholars have been particularly interested in the entwining of race 
and disease in colonial discourses, justifying and enabling colonial policies of racial exclusion 
and segregation.2 While the specific nature of these configurations varied from place to place, 
there are also common themes across places: as Christian W. McMillen has noted with regard 
to tuberculosis among Native Americans, medical theories about disease susceptibility 
‘transcended national and racial boundaries’.12 In diverse spaces and places, historians have 
shown that ideas about race and disease were key components of socio-political hierarchies in 
the nineteenth and twentieth centuries. 


This chapter demonstrates these themes through an examination of the configurations of race, 
disease and power in New Zealand in the late nineteenth and early twentieth centuries. In the 
British settler colony of New Zealand, health and race were foundational concepts. New 
Zealand was a ‘racialized state’, a product of an Empire that was ‘increasingly ruled and 
organized through discourses and practices of race’! New Zealand was also ‘a healthy 
country’, supposedly the British colony with the healthiest climate and the most favourable 
living conditions.* In the nineteenth century, immigration companies used mortality and 
morbidity statistics showing New Zealand to be healthier than any of the other British colonies 
to entice migrants.427 New Zealand was the colony where the worst traits of the old society 
were abandoned and the very best stock of the British race was gathered, to create a new 
society and a new people — ‘Better Britons’.4 In the late nineteenth century, changes in New 
Zealand’s political landscape saw the rise of the Liberal party, whose leading politicians 
sought to create a nation based on imperial ties and a homogenous ‘British’ racial identity. 
New Zealand’s burgeoning self-image was closely tied to health and racial values. 


Race and science 


New Zealand’s founding myths have been dependent upon a narrative of supposedly favourable 
race relations between Europeans and the indigenous inhabitants, known as Maori from the 
mid-nineteenth century./° The British Empire annexed New Zealand in 1840, during a period 
when paternalistic humanitarianism influenced the British Colonial Office.4 There was a 
desire to avoid the previous mistakes and atrocities that occurred in dealings with indigenous 
peoples in other places, particularly in the Australian colonies. The popular opinion that the 
indigenous people of New Zealand were a ‘superior type of native’ supported these aims.2® 
Some observers believed Maori demonstrated levels of intelligence and adaptability that 
would make it possible for them to become ‘Brown Britons’./2 Official discussions about the 
future of Maori in settler society were framed by ideas about racial amalgamation, the eventual 


absorption of the Maori into the European population.22 


As was the case in other oe settings, the arrival of Europeans precipitated a 
demographic decline for Maori.2! From around 1800, there were reports of waves of 
epidemics causing substantial loss of life. Influenza, measles, whooping cough, bacillary 
dysentery, typhoid, tuberculosis and syphilis were among the diseases that decimated Maori 
communities in the nineteenth century. The scattered nature of settlement may have helped to 
prevent the development of major pandemics, at least until the mid-nineteenth century.2* Some 
historians have suggested that nineteenth-century observers, whose perceptions were shaped 
by previous colonial experiences and assumptions about biologically inferior native bodies, 
exaggerated the degree of depopulation and ‘fatal impact’.~’ Uncertainties about the Maori 
population at first contact with Europeans in the late eighteenth century, with estimates ranging 
from 86,000 to 175,000, also make it difficult to assess the extent of depopulation. However, 
even the lower end of these estimates indicates that incorporation into global networks of 
microbial exchanges was a disaster for Maori. The Maori population dropped to around 
42,000 in 1896, before beginning to recover.~4 


Explanations for Maori susceptibility to disease reveal the mutually constitutive nature of 
concepts of race and disease. Discourses of ‘the Dying Maori’ were a prominent feature in 
nineteenth- and early-twentieth-century public discussions; indeed, ‘the Dying Maori’ persisted 
well into the bilge aa century, long after demographic data indicated a steady recovery in the 
Maori population.“ Reflecting the influence of evolutionary ideas in Victorian culture, many 
commentators regarded the looming extinction of Maori as an expression . the natural order of 
existence, whereby superior races replaced weak and inferior peoples.2° Some argued that 
Maori had been dying out even before the arrival of Europeans. In one infamous account, Dr 
Alfred Newman, a prominent physician, businessman and politician, claimed that ‘the Maoris 
were a disappearing race before we came here’, due to them being a ‘thoroughly worn out’ 
race, whose approaching death ‘has been hastened by the struggles with a newer and fresher 
race’. In 1884, Dr Walter Buller, President of the Wellington Philosophical Society and 
celebrated ornithologist, discussed the inevitability of Maori extinction, suggesting to his 
audience: ‘Our plain duty as good, compassionate colonists is to smooth down their dying 
pillow. Then history will have nothing to reproach us with.’*8 Explanations of Maori 
susceptibility to disease sometimes referred to inherent physiological weaknesses; it was a 
common observation, for example, that oe had ‘weak chests’, making them prone to 
respiratory diseases, especially phthisis.22 Such arguments had a large element of self- 
justification, absolving Europeans of peo for Maori demographic decline by 
reference to supposed physical weaknesses.22 The ‘Dying Maori’ was a convenient trope for 
settlers who looked forward to a time when Pakeha could exert sovereignty without opposition 
from an inconvenient indigenous population. As the missionary James Buller noted of the 
‘popular opinion’ that Maori were dying out: ‘With many, I fear, the “wish is father to the 
thought’. 


However, views which rooted Maori susceptibility to disease in a biologically inferior 


body were but one strand in the complex conglomeration of ideas that was racial science in 
New Zealand. James Hector, Director of the Colonial Museum and unofficial leader of the 
scientific community in New Zealand, was critical of the argument that Maori decline was due 
to ‘an inherent tendency to decay’, which he decried as an attempt ‘to excuse ourselves by any 
other natural law but that of might’.2* Instead, he laid the fault for Maori ill-health at the foot of 
colonisation, which had left Maori adrift between their old ways and the modern world: ‘we 
have destroyed their social organization and not replaced it with our own’.*’ Other 
commentators voiced similar opinions; Maori had been a strong and healthy race, but the 
disintegration of their society through the impact of European arrival had created an 
environment where disease thrived.“4 These arguments indicate the various shades and 
dimensions of racial thought in New Zealand in the nineteenth and early twentieth centuries. 


Rather than being inherently biological, scientific racism could also take on a cultural guise. 
Theories of racial immunity or susceptibility to disease were composed of a complex mixture 
of biological and cultural factors.22 Many commentators regarded what Warwick Anderson has 
termed ‘the cultural liabilities of race’ as explanation enough for variations in disease.*° 
Rather than emphasising innate biological factors, the habits and customs of inferior races 
explained why they succumbed to disease. These cultural differences often took on an essential 
and fixed dimension within racial discourses, ‘as if culture was “in the genes’.”*4 In New 
Zealand, ‘the cultural liabilities of race’ were a dominant feature of Pakeha explanations of 
Maori ill-health in the nineteenth and early twentieth centuries. Public officials and numerous 
self-appointed experts emphasised the unhealthy conditions of Maori life. Inappropriate 
clothing, poorly ventilated whare [houses], bad diet, insistence on living in unhealthy 
localities, and lack of attention to cleanliness and basic sanitation were the main factors 
thought to explain Maori depopulation.“ The gathering of people at hui [meetings] and tangi 
[funerals] also came in for particular criticism from European observers. In 1881, Major 
Gilbert Mair, Native Officer for the Auckland and Waikato region, claimed that the annual 
meetings of the Waikato tribes ‘generate disease from the over-crowding and over-feeding and 
poverty that follows’.°2 Another official in 1886 blamed ill-health in his district on the fact that 
locals were spending too much time and energy on ‘political meetings, discussions, and 
plottings’.“° Officials rarely mentioned the social and economic devastation many Maori 
communities experienced due to war and land confiscation as reasons for ill-health. While 
some recognised a connection between Maori poverty and sickness, they usually attributed 
poverty to lack of industry, laziness and an inherent inability to plan for the future. Maori were 
therefore responsible for their own demise. After listing the numerous sanitary transgressions 
observed in the local Maori community, one government official lamented in 1884: ‘What can 
one hope to do with people who are so foolish as to persist in a course which can only be 
described as suicidal in the extreme?’ 


Others with an interest in Maori health believed that while the situation was dire, the cause 
was not hopeless. James Pope, Inspector of Native Schools, believed Maori could ‘escape 
extermination’ if they rejected the unhealthy aspects of their culture and emulated the healthy 
ways of Europeans.” This perspective formed the core of Pope’s 1884 book, Health for the 


Maori, written for the instruction of Maori children in Native Schools. The provision of pure 
air and clean water were the most significant remedies needed to improve Maori health, 
reflecting the sanitarian approaches of British public health’ Pope’s analysis combined these 
Sanitary understandings with Victorian middle-class morality. He blamed drinking, improper 
dancing, and irregular lifestyles for Maori ill-health“ The substitution of tangi, hui and a 
communal, subsistence way of life with European-style funerals, picnics and tea parties, 
individualised land holding and regular work was also crucial to Maori health reform. Pope’s 
ideas about Maori health had an important influence on a generation of reformers committed to 
saving the race through the modernisation of Maori communities.*2 


Public health and Maori health reform 


The beginning of the twentieth century signalled a new era for public health in New Zealand.“© 
With the establishment of the Department of Public Health in 1901, public health officials 
sought to impress upon the public an awareness of the individual’s duty in maintaining public 
health. Infectious diseases could undermine the robust settler; people should not take the 
healthy country for granted, but needed to actively defend it through the performance of 
hygienic rituals. Self-discipline and the internalisation of hygienic imperatives were vital. 
Constant vigilance was required to maintain public health and ensure the progress and 
prosperity of the nation. 


This new model of preventative medicine provided impetus for the reform of sanitary 
conditions and hygienic behaviour in Maori communities. ease health reform was a particular 
interest of Dr James Malcolm Mason, the Chief Health Officer.” In 1901, Mason appointed Dr 
Maui Pomare to the position of Native Health Officer, with the task of transforming sanitary 
conditions in Maori communities. Pomare was an ex-pupil of Te Aute College, the elite 
Anglican Maori college, and had graduated from the American Medical Missionary College in 
Chicago in 1899, becoming the first qualified physician of Maori descent.“® Pomare 
emphasised the need for Maori to engage with modern concepts of hygiene if the race was to 
survive, and he criticised those aspects of Maori culture he believed were detrimental to 
health. Yet he also believed Maori could not be forced into changes that they did not 
understand or agree with. Therefore, the key to effecting transformation in er communities 
was to adapt modern methods of sanitation to Maori knowledge and traditions.*2 In 1905, Dr 
Peter Buck, a graduate of Otago Medical School, joined Pomare in the Department. Like 
Pomare, Buck was of European and Maori ancestry, had been educated at Te Aute cae and 
was a firm advocate of the need for Maori to engage with the Pakeha world to survive.” His 
approach to Maori health reform was also grounded in the belief that change could oe be 
successful if Maori were themselves convinced of the principles of modern hygiene.2! He 
embarked upon an intensive study = Maori language and traditions to make his arguments for 
sanitary reform more persuasive.2* This inquiry laid the basis for Buck’s later career in 
anthropology. 


Pomare and Buck’s emphasis upon Maori engagement with modern sanitary science was 
reflected in another development in Maori health reform in the early twentieth century, the 
Maori Councils Act of 1900.°° This legislation was driven by James Carroll, a Liberal 
politician of mixed Maori and European descent, and the ‘Young Maori Party’, a new 
generation of Maori leadership, which included Pomare and Buck. 24 The Maori Councils Act 
set up a system of Maori local bodies, with responsibility for limited governance in their 
communities. Village Committees, or Komiti Marae, were to oversee the administration of 
important health measures such as sanitation and water supplies in each kainga [settlement]. 
Pomare worked closely with the Councils in his first years as Native Health Officer, trying to 
ensure his messages of sanitary reform were understood and implemented. 


Along with the Maori Councils, the Department of Public Health appointed a cadre of native 
sanitary inspectors to assist Pomare and Buck.°° Unlike their European equivalents, these were 
not men with formal qualifications in sanitary science, but leaders whose communities would 
respect their opinions and authority. As the historian Raeburn Lange has suggested, their 
knowledge of, and commitment to, the sanitary principles they were supposed to be espousing 
might not have been complete, but the influence and experience these men had in their 


communities made them significant figures in the campaign for Maori health reform.2/ 


For Buck and Pomare, the knowledge of disease offered by Western medical science was a 
powerful tool that needed to be in the hands of Maori. A well-known example of Pomare’s 
public health education methods illustrates the centrality of germ discourses in his campaign. 
At a hui in the Hawkes Bay region, Pomare was attempting to bring his message of sanitary 
reform to the people: 


he began by condemning the water supply which was generally used for drinking purposes at the meeting. He was about 
to be bundled out of the meeting house, when he pleaded with the people to bring him a bucket of water from their 
drinking well. . . he fixed a microscope on top of the bucket and invited the people to see for themselves what they were 
drinking . . . Those who looked in the bucket, scattered around, spitting on the ground and cried out saying E hika ma e; 


Kei te Kai tatau I te ngarara. (O people; We are eating live creatures.)22 


This story, which was widely reported in newspapers at the time, was a dramatisation of the 
revelatory power of modern science.22 Pomare’s performance with bucket and microscope 
exemplified his approach to Maori health reform; the adaptation of modern scientific methods 
and concepts to a Maori context. 


Sanitary reform in Maori communities involved criticisms of some of the most fundamental 
institutions and practices of Maori culture. Public health officials now condemned Maori 
communal life because it encouraged the exchange of germs of disease. The practice of 
whanau sleeping together in single-roomed whare, and the gathering of people at hui and tangi 
were constructed as sites for the growth and spread of disease germs. In a paper given by 
Pomare in 1904 at a Te Aute College Students’ Association Conference, bacteriological 
knowledge and Pomare’s rhetoric repackaged and strengthened nineteenth-century criticisms of 
Maori customs: 


Let us trace one of these germs [of tuberculosis] in one of its joumneyings. Here is a Maori pa [fortified village], with 


everybody in it free and happy. A tangi party arrives . . . and among them is an old crone who is coughing and spitting 

about the floor . . . Each expectoration . . . has millions in it. Our lassies have to turn out at all hours, and in all conditions 

of weather, to get kai [food] for the visitors . . . These poor girls have been unconsciously preparing soil for a crop of 

germs, and as the old crone’s sputa dries . . . sure enough a crowd of witnesses arise in the form of germ-laden dust, to 

testify to the evils of tangis, and crowding of whares. Poor Hine breathes in the death-charged dust as she sweeps 

merrily along, but soon, alas! They chant the death wail over her, as she is gathered to her forefathers, before her three 
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score and ten years. 
Moving from the vague criticisms of the late nineteenth century that such gatherings led to 
disease, to a more precise exposition on how the tubercle bacillus claimed its victims at tangi 
and hui helped provide a scientific foundation for criticisms of Maori cultural practices as 
dangerous and uncivilised. 


Maori resistance to isolating the victims of infectious diseases brought the sternest 
condemnation from public officials. Isolation was not a new public health technique, but it was 
intensified by the development of germ theories of disease, as bacteriological science offered 
new knowledge about how infectious diseases were spread. Officials highlighted the refusal 
of Maori to relinquish customs of visiting the sick and prolonged physical contact with corpses 
during mourning as major transgressions. Both Native School teachers and Native Health 
nurses discussed the difficulty of introducing concepts of isolation into communities where 
communal responses to disease and death were prevalent. The teacher at Otamauru Native 
School observed: ‘Many Maoris have a distinct prejudice against isolation. It appears to be a 
question of etiquette that the healthy should visit the sick regardless of the nature of the disease 
or the welfare of the patient.’°4 Nurse Amelia Bagley, who helped to establish the Native 
Health Nursing Service, referred to problems implementing isolation to demonstrate the 
difficulties of nursing among Maori: 


half of these people are almost uncivilised. You know there were six deaths from this fever. They had a tangi over one 

for days, and with the children, the Korow people slept with the corpse. So you cannot expect me to work with them as I 
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might white fo 
Often, a nurse’s first priority on entering a Maori community was to attempt to introduce 
boundaries between the sick and the healthy: 


in the patient’s room I found six women, as many children (their ages ranging from a month to seven years), and as many 
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men as could crowd in, while the overflow filled the doorway . . . My first business was to clear the patient’s room. 
Public health officials complained generally about the difficulty of persuading people to 
comply with isolation practices, but in the case of Maori communities, laxity in isolation was 
regarded as evidence of the inferior and illogical nature of the Maori mind. Descriptions of 
Maori behaviour in cases of infectious disease were often redolent with the disgust and anxiety 
many European observers felt when confronted with Maori communal customs. For the teacher 
at Kawhia Native School, the failure of the community to practice isolation was an indication 
of the failings of the Maori race as a whole: 


Last night when I went down to Maketu I saw a sight which would have opened the eyes of those who think Maoris are 
amenable to reason. I have in the past few years been trying to show them the danger of keeping corpses too long, of 


persons going near them or indeed near persons suffering from typhoid but it seems to have been without avail. In a bed 

on the floor were lying in a space of about 5 ft wide, the dead body of Poutu, Pouaka (suffering from typhoid . . .) 

Ngahete the father and Martha just recovered from the fever. At the foot of the bed lay the coffin. There were several 
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others in the whare.~+ 

Such cultural criticisms closely mirrored middle-class public health officials’ disapproval of 
the customs of working-class and immigrant communities in Europe and North America. For 
these officials, the failure to isolate cases of infectious disease not only indicated a failure in 
health and sanitation, but also represented an inherently immoral and degraded communal 
lifestyle, when demarcations between the healthy and the ill, between young and old, between 
Sleeping, living and eating, and indeed, between life and death, were not recognised or 
respected. In the context of a colonial society, Maori bore the brunt of fears about the dangers 
of disease and disorder which might result from such transgressions. 


The ‘Maori menace’ to public health 


Despite an initially optimistic outlook regarding Maori health reform, public health officials 
demonstrated increasing frustration and impatience towards Maori by the second decade of the 
twentieth century. Pomare and Buck left the Public Health Department for political careers, and 
other officials lacked their understanding of the barriers to sanitary reform in Maori 
communities.°2 These frustrations reflected an important change in the wider significance of 
infectious diseases in Maori communities. Public health officials increasingly represented 
Maori as a threat to European health in the early twentieth century.“ This was a shift from the 
nineteenth century, when European commentary on unhealthy Maori customs had focused 
mainly on the threat to Maori health. Claims that specific outbreaks of infectious disease 
among Europeans had originated in Maori communities appeared in the reports of the 
Department of Public Health as early as 1902.4 


From 1911, identification of Maori as the source of epidemics of infectious disease became 
more strident. In official discourses, Maori were repeatedly described as ‘a menace’ to public 
health.“ In comments published in newspapers, the Auckland District Health Officer (DHO) 
and Government Bacteriologist, Dr Robert Makgill, described the danger from epidemics 
among Maori and claimed ‘under present conditions these people form a constant menace to 
the rest of the population’.“ Likewise, Dr Herbert Chesson, Wellington DHO, identified Maori 
transgressions of the most basic hygienic behaviour as a source of danger to Maori and 
Europeans: 


Privies are rarely found, and the habits of these people in depositing their excreta about the outskirts of the pas [fortified 
villages] and settlements constitute a serious menace to the public health not only of the Maori race, but of the Europeans 


near whom they live 4 


Fears about the spread of disease from Maori to Europeans were part of a context of expanding 
European settlement in many parts of the North Island at the turn of the century, as the impetus 


of New Zealand’s increasing involvement in the global dairy trade ‘opened up’ remote areas to 
agricultural development.2 Hester Maclean, the Assistant Inspector of Hospitals, explicitly 
referred to the ‘serious menace to the growing European population’ in isolated districts, as 
settlement exposed Pakeha to the unsanitary conditions in which Maori lived. Rural Maori 
communities were problematic because they represented both an economic and a sanitary 
obstacle to the civilising imperatives of settler society. 


The construction of typhoid as a rural Maori problem in the early twentieth century 
demonstrates the interaction of racial anxieties with aetiological concepts and new public 
health methods. Public health officials most often invoked the Maori menace in connection 
with the presence of typhoid in Maori communities. Their concerns reflected changes in the 
explanations of typhoid epidemics. While older explanations tended to attribute outbreaks of 
enteric fever to the general presence of filth in the environment, the new approaches of public 
health regarded typhoid as the result of infection with a specific micro-organism. Typhoid was 
still associated with filth, but there was more focus on identifying the exact sources of typhoid 
bacilli. This approach made public health officials and sanitary inspectors more aware of the 
presence of typhoid in Maori communities. 


The decline in rates of typhoid within European communities in the early twentieth century 
also highlighted the Maori association with the disease. As local councils constructed the 
drainage and sewerage infrastructure that reduced the possibility of infection, typhoid 
gradually ceased to be endemic in the main cities. Public health officials came to regard the 
presence of typhoid as an embarrassing indictment on a community’s sanitary standards, 
evidence of primitive and uncivilised behaviour.“ The historian Anne Hardy observed that 
connections between typhoid and notions of civilisation, ‘and by association, barbarism’, were 
common in early-twentieth-century discussions of the disease.“2 These associations made 
typhoid outbreaks within rural Maori communities more obvious and more troubling. In 1911, 
in a heated exchange of memos with the Under Secretary for Native Affairs, Makgill 
repeatedly raised the danger of typhoid spreading from Maori communities to Europeans: 


I only know that Natives are allowed to die right and left without registration, notification, or supervision. They are a 
danger to their white neighbours, and it seems to me an extraordinary thing that any part of the population should be living 
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and dying under these conditions. 
Makgill’s anger was directed both at what he perceived as the neglect of Maori sanitary 
conditions by the Native Department, and the effect this neglect might have on the Pakeha 
population.22 Maori typhoid was an affront to a civilised society. 


The identification of Maori communities as hotbeds of typhoid became so prevalent that any 
account of illness amongst Maori could be magnified into a typhoid outbreak. The Evening 
Post reported in 1901 that Dr Pomare visited a settlement near Napier following reports of an 
‘alarming outbreak of typhoid’, but found nothing worse than ‘the prevailing epidemic of 
influenza’.®! In 1908, the Department instructed Pomare to visit settlements on the Whanganui 
River following reports of an epidemic of typhoid fever among Maori, but he telegraphed back 
to Wellington: ‘Absolutely no foundation for alarming reports.’® Some Maori were sensitive 


to the negative impact such unfounded reports could have on perceptions of Maori. Discussing 
an incident where a European had mistakenly reported an outbreak of typhoid in a village, 
Maori Sanitary Inspector Riapo Puhipi complained such ‘false reports . . . give a bad name to 
the Maoris’.22 The claim that an outbreak of typhoid in 1913 in the Waiapu district near 
Gisborne was due to a recent large hui in the area provoked a strong reaction from locals and 
public officials; Apirana Ngata, the local Maori Member of the House of Representatives 
(MHR), described the accusation as ‘a libel’. 


Officials and observers usually blamed typhoid outbreaks on Maori unwillingness to adhere 
to basic standards of hygiene and sanitation. This is not to say that public health officials were 
uncritical of European habits. But the public health discourses of Maori sanitary shortcomings 
presented Europeans as the unwitting victims of Maori habits. According to public health 
officials, Maori polluted water sources with excrement and household filth, which were then 
used by unsuspecting Europeans; Maori living in filthy conditions sold oysters contaminated 
with the typhoid bacillus to Europeans; flies from Maori villages carried pathogenic germs to 
the food of Europeans; and Europeans drank infected milk from dirty Maori dairy farms. 
Many of these sources of infection only became apparent or acquired greater significance with 
the development of germ theories of disease. Bacteriological knowledge had multiplied the 
ways in which the germs of disease were known to gain access to the human body. Even the 
most vigilant citizen was at risk from the presence of a race of people who were unwilling or 
unable to adhere to the basic precepts of modern hygiene. Unlike Pomare and Buck, Makgill 
was unconvinced of the ability of Maori to respond appropriately to health education and to 
uphold sanitary laws.2° He complained that ‘the native soon wearies of well-doing’ and 
therefore needed ‘constant supervision’.®/ In a particularly irate moment in 1911, he suggested 
to the Chief Health Officer, Dr Thomas Valintine, that the only answer to the Maori menace 
might be to follow the American example and segregate Maori into native reservations. In his 
view, the native mind was unable to maintain the self-discipline and vigilance that was 
necessary to uphold the public health. Such views depended upon racial constructions of 
natives as irresponsible, lazy and lacking in self-discipline, all qualities inimical to the 
requirements of modern public health.22 


The intersection of racial discourses and bacteriological ideas was particularly apparent in 
discussion of Maori typhoid carriers.2? In the context of the Philippines, Warwick Anderson 
noted the increasing identification of germ carriage with the native body in the early twentieth 
century, a combination perceived as particularly dangerous because of the unhygienic racial 
customs and habits of the Filipinos.2! Similar associations were evident in racial discourse on 
typhoid in New Zealand. In 1913, an editorial in the Poverty Bay Herald called on the 
Department of Public Health to address the problem of identifying and controlling the 
undiagnosed ‘“typhoid” Maori’, who was responsible for spreading the disease far and wide 
amongst ‘the Natives, the half-castes and the Europeans’.22 This may have been a play on 
words from the infamous typhoid carrier “Typhoid Mary’, whose arrest and incarceration in 
the United States was receiving worldwide public attention at this time; the author called on 
the public health authorities to isolate typhoid carriers ‘as is now being done in American 


cities’. According to the article, Maori typhoid carriers were more dangerous, because the 
germs they carried were more virulent, whereas in Europeans, ‘the virus becomes attenuated’ 
due to successive generations of early and continued treatment. Thus, the newspaper used 
popular interpretations of bacteriological concepts to construct a pathological native body. 


This racially specific construction of the typhoid carrier was also encouraged by 
pronouncements from the Department of Public Health. In 1914, the Evening Post newspaper 
carried a report of an interview with Makgill, in which he advised against the formation of a 
contingent of Maori volunteers for the war. According to Makgill, the presence of typhoid 
carriers amongst Maori volunteers would almost inevitably result in an outbreak.22 When 
questioned why this was not also a problem in the main expeditionary force, Makgill argued 
that the problem of typhoid carriers was particular to Maori because the ‘habits’ of ‘white 
troops . . . were not so conducive to the spread of infection’.24 According to the Auckland Star, 
Makgill warned ‘there would be an immediate danger to all who came into contact with Maori 
volunteers travelling from any of the Auckland settlements’.2? Makgill’s arguments racialised 
the carrier problem. Maori bodies were far more likely than Europeans to carry the germs of 
typhoid, and Maori habits made the carrier state in Maori far more dangerous to the public 
health. Maori hygienic shortcomings meant that, in Makgill’s eyes, they were ineligible for the 
one of the greatest responsibilities of the male citizen in the early-twentieth-century state — 
military service. 


These changing scientific understandings of disease and fears of racial contamination 
contributed to shifts in public health strategies towards Maori. Public health officials became 
more willing to use the coercive power of the state to compel Maori to comply with sanitary 
ideals.2° Public health measures targeting Maori came to the fore most dramatically during the 
1913 smallpox epidemic. Apart from a couple of small outbreaks in the late nineteenth and 
early twentieth centuries, New Zealand had remained free of smallpox, and the 1913 epidemic 
was the first time the disease had impacted upon Maori communities. Smallpox probably 
entered the country with an American Mormon missionary proselytising amongst Maori and the 
Maori communities in the districts immediately north and south of Auckland were worst 
affected. The epidemic was a ‘racializing moment’, a point at which the construction and 
contestation of racial difference in New Zealand can be examined.” Travel restrictions and 
quarantine measures aimed specifically at Maori reflected the widespread belief that they 
were responsible for the outbreak. Under Section 18 of the 1908 Public Health Act, the Public 
Health Department issued proclamations forbidding Maori and half-caste Maori from 
travelling from infected areas, unless they possessed a certificate from a public vaccinator or 
doctor testifying to a successful vaccination.22 The railways, trams, taxis and shipping 
companies could not carry Maori unless they had a certificate and the Borough Councils of 


Onehunga and Cambridge voted to prevent Maori entering these towns.” 


Many people expressed the desire for more extreme methods of segregation and control. In 
Parliament, some members suggested more stringent measures were required. These ranged 
from prohibiting all Maori, even those vaccinated, from travelling on railways, to the 
suggestion that all Maori travelling on public transport should be fumigated, based on the 


belief that even those who were vaccinated could still ‘carry germs about their persons’ 12 


Some newspaper commentary on the outbreak expressed virulent racial antagonism: ‘In filthy 
and insanitary Maori villages the disease roots itself, thrives and extends. Diseased Maoris 
wander over the country, stray into the towns, work on the wharves, loiter on the streets 
without any action being taken until the disease is widespread.’12! There were complaints that 
Maori children in districts far from the areas affected by smallpox were being excluded from 
public schools because of fears they would infect European children. The fear and loathing 
so evident in public discussion is a long distance from the benevolent paternalism that 
characterised most public comment on Maori health problems in the late nineteenth century. In 
the interim, fears about contamination had become much more prevalent, encouraged by public 
health policies on the control of infectious disease, and public pronouncements about the 
danger of infection from Maori communities. 


Public authorities rigorously enforced the restrictions, especially those relating to rail 
travel, against all Maori, regardless of their individual circumstances and status. Some people 
contested this attempt to create a strict dichotomy between Maori and Pakeha in the interests of 
public health. In Parliament, complaints were raised by some MHRs, who argued that half- 
castes in their districts who lived European, that is presumably sanitary, lifestyles were not a 
public health threat, and were suffering ‘indignities’ under the regulations. In one case, a man 
“who had been living for some years as a European, with a European wife and who employed 
several Europeans on his farm’, had attempted to travel into Gisborne with his employees, but 
was refused permission to enter the train422 These complaints reflected a belief that half- 
castes who conformed to European expectations of the assimilated native deserved exemption 
from discriminatory regulations. The stipulation that the regulations applied to half-castes 
but not quarter-castes could lead to disputes over racial identity. For example, Alfred A. Yates 
telegraphed William Herries, the Minister of Railways, claiming he was a quarter-caste and 


should be permitted to travel by train42 Local officials disputed this, claiming that the 


‘general opinion’ was that Yates was a half-caste, not a quarter-caste.@° The historian James 
Bennett has observed that in New Zealand, racial classifications such as half-caste were used 
in a very loose sense compared to other parts of the colonial world.2/ While this may have 
been the case generally, in the ‘racial moment’ of the smallpox epidemic, public health 
strategies attempted to strictly enforce boundaries between Maori and Europeans, and degrees 
of blood mixture had significance for personal freedom of movement. Enforcing the boundary 
between contamination and purity could erase the negotiated identities that lay between Maori 


and Pakeha.208 


Opposition to the quarantine regulations from some Maori interpreted the measures as 
evidence of the marginalisation of Maori from social and political power. A letter to the 
Evening Post, signed ‘Heio (a half caste Maori)’, described the Department of Health’s 
actions as evidence of the decline of Maori power and status relative to the Pakeha since the 
wars of the nineteenth century: ‘In those days we were the power in the land and were all in all 
to you. Today the position is reversed, and it would seem that we must henceforth be viewed 
as something more akin to animals.’!22 In a letter to the Railways Department, the Reverend 


Himepiri Munro complained that a station guard forced him off a train: ‘I need not enlarge the 
humiliating position in which we were placed, being put off the train like a lot of sheep before 
a midday travelling public.’42 Others complained that the regulations encouraged racial 
discrimination and segregation, raising the spectre of ‘the color line’ being drawn between 
Maori and Pakeha.! In a letter to the editor of the Poverty Bay Herald, Rawiri Karaha 
highlighted the segregationist intent of the regulations and linked them to a hardening of racial 
attitudes in the country: ‘there is a growing population in our land who are inclined to favour 
the oppression of the Maori’. He argued that the regulations seemed to be at odds with the 
government’s professed desire for Maori and Pakeha to be treated equally: ‘I had thought that a 
Government so solicitous for the equal political grading of the two races would be the last to 
connive at a regulation whose burden is the separation of the two races.’ For these people, 
the construction of Maori as dangerous disease carriers had troubling implications for the 
future of relations between Maori and Pakeha in New Zealand. 


Conclusion 


Alison Bashford’s assertion that ‘the pursuit of “health” has been central to modern identity 
formation’ rings particularly true in the case of New Zealand. More than any other of the 
British colonies, New Zealand’s identity was entwined with its reputation as ‘a healthy 
country’. Therefore, Maori, as a supposedly unhealthy and insanitary race, did more than just 
threaten the public health; they threatened the very identity of the nation as it was being defined 
by politicians, public officials and social commentators in the late nineteenth and early 
twentieth centuries. Racial difference was a challenge to the health and homogeneity of Pakeha 
society. 


Public health attitudes to the problem of Maori ill-health indicate some of the more divisive 
impulses beneath the assimilationist agenda that dominated the New Zealand state’s racial 
policies in the early twentieth century. It has been said that in Pakeha constructions of the 
native race, the ‘dying Maori’ was replaced by the ‘whitening Maori’, who was amenable to 
Europeanisation and therefore full participation in New Zealand society4 Pomare’s 
microscope and bucket of water symbolised the Maori ability to understand the gift of modern 
medical science. However, behind this lurked the “Typhoid Maori’, roving around the 
countryside saturated with the germs of diseases, whose inherent inability to learn and maintain 
hygienic behaviour placed them outside the boundaries of civilised society. Europeans 
interpreted Maori determination to continue to practise social customs that transgressed 
hygienic mores as evidence of their essentially uncivilised nature. Bacteriological conceptions 
of disease, with their menacing emphasis on hidden means of infection and their accent upon 
the human body as the most potent source of pathogens, amplified European uncertainty about 
the place of Maori in modern New Zealand society. Configurations of the relationship between 
race and disease thus had important consequences for public health policies and practices, as 
well as wider significance for the constitution of racial hierarchies in New Zealand society. 
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RE-WRITING THE “ENGLISH DISEASE’ 


Migration, ethnicity and ‘tropical rickets’ 


Roberta Bivins 


Since the 1980s, historians of medicine have paid increasing attention both to chronic illness 
and to the reciprocal impacts of medicine and empire. Here, rickets in Britain will serve as a 
lens through which to examine — and integrate — these analytical strands. I will demonstrate that 
the geographies of chronicity and empire are far from distinct, despite the historiographical 
tendency to situate studies of the ‘rise of chronicity’ in the developed world and to locate 
‘colonial’ (and increasingly ‘postcolonial’) medicine in developing nations. Thus, if the image 
of rickets in 1900 was that of a bow-legged London urchin, by the 1960s and 1970s, it was a 
markedly bowed and unmistakeably dark-skinned infant or a knock-kneed British Asian 
schoolgirl. In between, Vienna’s starving children and the rickety youth in Abram Games’ 
famously banned ‘Your Britain: Fight for it now’ World War II propaganda poster served as 
innocent faces of deprivation. Indeed, it is a matter of some historical irony that in the early 
2000s, the public face of rickets became that of sun-screened and socially networked children 
of affluence; the more vulnerable housebound elderly remained below the threshold of public 
awareness, just as they had for the entire twentieth century. Shaping and reflecting these 
changing pictures, the fall and rise of rickets in mid- and late-twentieth-century Britain exposes 
the interplay between epidemiological, biochemical, molecular and social models of disease 
in this period. As the tools of the clinician and the public health officer shifted from household 
surveys, ‘tactus eruditus’, and the clinical gaze to x-ray imaging, biochemical, and then 
molecular analysis, ‘rickets’ changed from a disease of gross deformity and patent malnutrition 
to one of subtle signs, asymptomatic deficiency, and ‘risk’. But if the symptoms and meanings 
of rickets have been fluid since the nineteenth century, the disease itself has consistently 
retained political significance and emotive power. 


From the mid-seventeenth to the late twentieth century, the identity of the bone-deforming 
childhood disease rickets was largely stable. Although rickets was omnipresent and well 
recognised across northern Europe, it was most closely associated with Britain. Defined by 
English physician Daniel Whistler in his 1645 Leyden medical dissertation as ‘morbo puerili 
Anglorum’ — ‘the English [children’s] disease’ — rickets’ close ties to the British Isles have 
been variously associated with Britain’s far northern latitudes and dark winters, its cloudy 
climate, and the murky skies produced by early and thoroughgoing urban industrialisation.t 
Indeed, environmental conditions have long been seen as a key causal factor in rickets. 


Nonetheless, by the late nineteenth century, clinicians and researchers had advanced other 
putative causes, and there was significant debate about whether the disease was environmental, 
dietary, hereditary or infectious in origin.* While its causes remained obscure well into the 
twentieth century, two cures for rickets were firmly established and widely known by the mid- 
1920s: cod liver oil and skin exposure to strong natural or artificial ultraviolet light.2 


Today, rickets and the related condition of osteomalacia in adolescents and adults are 
understood as metabolic disorders of bone mineralisation caused either by deficiency of 
vitamin D, calcium or phosphorus, or by specific congenital impairments of metabolism. 
“Vitamin D’ is a group of secosteroid hormones — most importantly D, (ergocalcipherol), and 


D, (cholecalciferol) — that humans can ingest from fortified food and a narrow range of natural 


foods or synthesise via the exposure of cholesterol in the skin to ultraviolet irradiation.4 By far 
the majority of rickets and osteomalacia cases globally result from dietary malnutrition or 
insufficient sun exposure. Medical consensus about the biochemistry of rickets and 
osteomalacia and its appropriate treatment emerged and solidified over the course of the 
twentieth century. However, expert agreement about the proximate causes of the diseases did 
not make them any less controversial. Instead, the intimate links between vitamin D deficiency 
(and its clinical sequelae, including rickets and osteomalacia), diet, behaviour, and 
environment rendered these conditions a lightning rod for political debates about the 
respective roles played by the social determinants of health and individual or community 
behavioural choices in promoting or undermining well-being. It is the abiding tension between 
models of rickets that emphasise individual choices and culturally sanctioned practices (from 
modest dress to the use of high-powered sunscreen) and those that stress the limitations on 
choice and burdens to health imposed by poverty and impoverished environments that make the 
disease so interesting. A final aspect of the rickets story, and one that attracted particular 
attention in the era of postcolonial migration, is the role contentiously attributed to the 
confounding factor of skin pigmentation, or ‘race’. By tracing responses to, and interpretations 
of, rickets in Britain over the course of the twentieth century, this chapter will locate the 
condition at the nexus between changing models of public health and individual responsibility 
and imperial and post-imperial identities. 


“The English Disease’: rickets in ‘slumdom’, 1900-39 


Research on the basic constituents and metabolic processes involved in nutrition rapidly 
expanded in the early twentieth century. Diagnostic tools, practices and technologies shifted, 
creating new and sometimes controversial understandings of ‘disease’. As these changes took 
hold, rickets became a favourite case study for researchers on both sides of an increasingly 
heated debate about the relative importance of environment and diet in producing physical 
health.? Both the prevention and the diagnosis of rickets became enmeshed in a deeply political 
struggle over the respective roles and responsibilities of the state, society and individuals in 
promoting health for all. Did infants and young children develop rickets because of parental 
(almost universally understood as maternal) ignorance or neglect of their dietary needs; 


because poverty impeded the ability of families to meet their nutritional needs; or because the 
social groups most likely to be affected by rickets were also those trapped in unhealthy 
environments? These were scientific as well as social questions. Leading biochemists, and 
particularly those committed to the ‘newer knowledge of nutrition’, with its emphasis on 
‘vitamins’ and other as-yet undefined food factors and metabolic processes, insisted that diet 
alone could explain the presence or absence of rickets. While this left them politically 
unencumbered (the responsibility for poor diet could be blamed either on society’s failure to 
redress poverty or on individual failures of character or education), it distanced them from the 
battle to improve living conditions more generally. By contrast, some clinical teams and 
practitioners remained convinced that rickets resulted from environmental factors, specifically 
‘defective hygienic surroundings’: the inadequate, dark and airless housing of the slums, and 
their residents’ lack of access to open spaces, exercise, light and fresh air. In this view, only 
intervention by local or central authorities would solve the desperate inequalities of which 
rickets was the medical symptom. Summarising the state of play in 1928, one expert 
complained of ‘two schools of thought — by the one rickets is regarded as a primary dietetic 
disease, and by the other as due to defective hygiene’; the ‘controversy between the 
protagonists of these theories’ had become ‘acrimonious’.® Further complicating the picture, 
even if florid rickets, the rickets of the clinical gaze and experienced touch, was gradually 
disappearing from Britain’s cities by the late 1920s and early 1930s,2 new and more sensitive 
technologies — in particular the x-ray — identified the disease at an earlier stage and thus 
rendered it ‘curable’ when diagnosed early. The emergence of ‘radiological rickets’ amplified 
pressure to eradicate the condition, but at the same time raised (largely in the political sphere) 
what would become recurrent questions about whether ‘mild cases’ should be classified as 
‘rickets’ at all.® 


Controversies about its specific causation and signs notwithstanding, early-twentieth-century 
medical consensus certainly held rickets to be a preventable disease of temperate ‘slumdom’ 
(Figure 15.1). This shared view underpinned the significance and status of the disease for 
medical and political pundits alike. As a Lancet editorial observed in 1940, the persistence of 
rickets was undoubtedly ‘galling’ to researchers who had already explained ‘the whole story 
of rickets’ and its cure. Their frustration at the ‘mild cases’ still all too common even among 
the carefully parented children presented to welfare clinics in Britain’s poorer areas 
contributed to the condition’s continued visibility long after its physical signs had become 
almost undetectable even to the expert eye.2 Writing as total war gripped Britain, the editors 
made their own stance clear: ‘economics rather than lack of the application of scientific 
knowledge’ explained the persistence of ‘mild rickets’. In other words, the mere presence of 
rickets, even ‘mild’ rickets, was a reproof not to the medical profession but to society as a 
whole. 


During the interwar period too, some authors began to describe rickets specifically as a 
disease of civilisation. Thus in the 1920s, an Assistant Medical Officer of Health in the 
northern manufacturing town of Huddersfield confidently reported that ‘confining conditions of 
modern civilisation’ were ‘at least predisposing factors in the development of the disease’ 12 


Late in the same decade, prominent Birmingham physician Leonard Parsons publicly 


reinforced this claim. Describing the appearance of rickets in environments ranging from urban 
slums to indigenous villages on the Labrador peninsula, Parsons was convinced that 
‘civilisation’ produced dangerously pathogenic conditions. Citing ‘preservation of the natural 
habitat . . . and diet’ as the most important preventive factors, Parsons identified ‘the 
urbanisation of society, the migration into cities and darkened dwellings’ with the rise in 
rickets. Rickets, he concluded, was ‘associated with the progress of civilisation, and in 
particular, with the rise of industrialism and the decline of breast-feeding’. 
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“The Great Goal: Good Health’. This puzzle, commissioned by the Infant’s 
Hospital, St Vincent Square London, c. 1930—39 and produced by the Chad Valley 
Company Ltd., Birmingham, illustrates understandings of rickets as a health 
penalty of ‘slumdom’. Courtesy of the Science Museum, London, Wellcome 
Images. 


Initially observers based their identification of rickets with civilisation on the apparent 


absence of rickets among even the most poorly nourished children of the colonial world, 
provided they retained their ‘native’ ways of life. That their immunity was not rooted in any 
distinctive biological attributes — that it was not, in other words, ‘racial’ — seemed clear in 
light of their vulnerability to rickets when exposed to the same pathological urban 
environments experienced by their northern peers. Margaret Ferguson, commissioned to 
explore the aetiology of the disease by Britain’s National Health Insurance Joint Committee in 
1918, brought this fact to the attention of her superiors, themselves closely associated with the 
‘Glasgow School’ and its emphasis on environmental causes. ‘[U]nknown when savage races 
live under natural conditions’, she wrote, rickets became ‘exceedingly rife when these peoples 
dwell in civilised countries . . . The same is a striking feature here [i.e. in Glasgow]. I do not 
recall ever seeing a non-rachitic half-caste negro child.’ Reinforcing the association of rickets 
with poverty as well as environment, Ferguson added: ‘It is notorious that these native races in 
civilised countries inhabit the worst quarters of our towns.’/2 


As the priorities and approaches of both metropolitan medical research and imperial 
medical observation shifted, however, the relationship between rickets and ‘civilisation’ in the 
colonial world took on a new inflection. If the pathogenic effects of civilisation in Europe and 
North America resulted from industrial urbanisation and an artificial diet, closer investigation 
of nutrition and health in the colonies revealed an apparent link between rickets and culture. 
Both Worboys and Arnold have pointed out that colonial malnutrition — like other chronic 
conditions similarly associated with burning questions of economic efficiency or racial 
politics — was ‘discovered’ by medical researchers in the interwar period, though as Arnold 
demonstrates, civil servants and medical officers had been addressing its prevention and 
effects, at least in India, throughout the nineteenth century./° Early research on rickets in India 
appeared to confirm the Glasgow School’s heavy emphasis on the importance of environment, 
rather than diet, in the aetiology of the condition. In the tropics, however, the relationship 
between culture and ‘environment’ also became manifest: 


in India . . . while low caste children did not develop rickets, the disease was common amongst high caste children who 
lived under the ‘purdah’ system. Late rickets was also common amongst ‘purdah’ women in spite of the fact that their 
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diet and that of their children contained far more fat than did that of the low caste women.— 

Contrastingly, for Walter Fletcher, Secretary of the Medical Research Committee and himself a 
biochemist, India was a prime location for observational studies aimed at identifying the 
sometimes-elusive contributions of food to health, and to prove their primacy over 
environmental and social factors. In 1929, he extolled the ‘great field for work in India by 
trained investigators and especially with regard to nutrition as related to osteomalacia and 
rickets’.1° Exemplifying contemporary ideas about the uses and territory of ‘colonial science’, 
he added enthusiastically that such work would in turn generate ‘new problems for more 
primary work by investigators here’. 


Crucially, whichever aetiological model researchers supported with their colonial research, 
their interpretations included assumptions about the negative health impacts of ‘native’ 
religious beliefs. Tropical rickets and osteomalacia, environmentally inexplicable in Indian 


sunshine and nutritionally puzzling among well-fed prosperous Indians, could bolster either 
theory if blamed on (non-Christian) religious dogma which doomed the ‘natives’ to darkened 
rooms or nutritionally unsound dietaries. As this chapter will argue below, wartime and post- 
war research combining colonial observation with metropolitan biochemistry integrated these 
two models successfully to locate rickets’ aetiology (at least for postcolonial populations) in 
‘culture’. 


The ‘English disease’ no more? Rickets, equity and 
eradication, 1933-63 


The continued prevalence of rickets in Britain, and claims that its incidence was rising 
unheeded by a heartless state, gave the disease political saliency in the interwar years. In 
debate after debate, rickets symbolised the wider failings of the British state (and especially 
its Conservative legislators) to respond humanely to want and to the effects of enduring and 
unrelieved unemployment on workers, their families, and the nation’s children. Debating the 
1933 Unemployment Bill (intended to reduce the deficit in the National Insurance scheme by 
slashing payments to the unemployed), medical MPs criticised the ‘starvation or semi- 
starvation’ of the unemployed in Britain and repeatedly cited reports from local Medical 
Officers of Health that rickets in particular was on the rise./° In a 1936 debate on malnutrition, 
for example, Jarrow MP Ellen Wilkinson cited increasing rates of rickets — medical 
investigators had recently found 83 to 87 per cent of children in some areas affected by the 
condition — as a sign of the spread of malnutrition more generally: 


Take the question of rickets . . . Rickets is admittedly a disease due to malnutrition, bad or insufficient food, or lack of 
sunlight, and it is, therefore, a poverty disease . . . We on this side object to the fact that good health is becoming a class 
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question.— 
Although they disputed the figures indicating its rising incidence, opponents posed no 
challenge to this characterisation of rickets as a ‘poverty disease’.1® By failing to address 
malnutrition, one MP resoundingly claimed, Britain risked ‘growing a race of pygmies’.!2 As 
the shadow of conflict in Europe moved ever closer, the persistence of such dysgenic and 
potentially disruptive social conditions came to be seen as a threat to national stability and 
efficiency.” 


Interwar anxieties about the meaning, as well as the physical effects, of rickets — its status as 
an entirely preventable and easily treatable ‘disease of the slums’, and thus as a metric of 
failures in social equity — meant that its prevention loomed large in the minds of Britain’s 
wartime food planners. They feared that any growth in the incidence of rickets (along with 
other signs of malnutrition, including scurvy) among British children due to the exigencies of 
war would be a body blow to national morale. Consequently, the Food Policy and Jameson 
Committees, the Ministry of Health, the Ministry of Food and other key actors incorporated its 
prevention into their advice about the national diet under rationing,.*! In particular, margarine 


(long associated with the poor, large and improvident families who were also regarded as 
most likely to suffer from rickets)22 was mandatorily fortified with vitamin D and never 
rationed. So too were the infant foods available to new mothers. At the same time, groups 
deemed particularly vulnerable could access free supplemental foods like cod liver oil and 
orange juice, while schoolchildren under the age of 14 benefited from a number of 
programmes, notably the provision of milk and meals in schools. 


Medical professionals scrutinised the impact of rationing on child health throughout the war. 
Contemporary evaluations were mixed. In 1941-2, there were conflicting reports on the weight 
and growth of schoolchildren and the incidence of deficiency diseases among them. By the end 
of 1942, however, with the rationing regime bedded in, researchers and clinicians were 
increasingly confident that British children could be protected at least from the desperate 
malnutrition that had affected their European peers after World War I.2° Admittedly, all was not 
entirely rosy. In 1944, the journal Public Health declared rickets ‘an important index’ of the 
overall effects of dietary restriction on Britain’s children.24 And despite the state’s best efforts, 
the British Paediatric Association’s 1944 national survey — which revealingly looked for 
rickets and rickets alone — examined 5,283 children both clinically and radiologically and 
found that while rickets had not increased, ‘the maximum measure of freedom from rickets has 
not been attained’ .2° 


Notwithstanding these doubts and the grim persistence of rationing well into the 1950s, a 
consensus gradually emerged that the wartime food planners had achieved their aim, at least in 
relation to rickets and perhaps child health more generally. ‘The first large-scale application of 
the science of nutrition to the population of the United Kingdom’ had been a success.7° 
Between 1938 and 1945, rates of child malnutrition fell and — despite a small rise in London — 
rickets in particular was generally reported as declining. Even sceptics accepted that the 
“sweeping statements that rickets nowadays can only be learnt about in text-books’ were ‘in 
some measure true’. However, in crediting wartime ‘propaganda and education’ for the 
reduction, rather than the state provision of free or reduced cost supplements and protective 
foods, they foreshadowed the decline of direct interventions in population nutrition in favour of 


increasingly targeted education campaigns.*/ 


By the 1950s, and particularly after rationing finally ended, victory over rickets was 
repeatedly declared. Sir Henry Dale, chairman of the Wellcome Trust, claimed that rickets, 
‘once the common childhood trouble to be seen in. . . every hospital in the country’, had been 
‘practically wiped out’.2® Similarly, The Guardian newspaper cheered, ‘the rickets cases and 
other symptoms of the slums . . . have disappeared’.*? These celebrations would be short- 
lived, but for those interested in studying rickets as a tool for understanding metabolism, 
attention returned to Britain’s colonies and tropical research centres. 


“Tropical rickets’ and medical postcoloniality 


In the late interwar period, long-established colonial researcher Dagmar Curjel Wilson entered 


into a new collaboration, this time with pioneering biochemist and dietary researcher Elsie 
May Widdowson. Wilson and Widdowson undertook an ambitious four-year (1936—40) study 
of diets and nutrition in India, sampling populations from across its geographic regions and 
ethnic groups. This research would come to have a marked impact on domestic British health 
policy. In 1942, the researchers published their results as ‘A Comparative Nutritional Survey 
of Various Indian Communities’. It combined detailed observations of India’s ‘natural 
experiments in nutrition’ and family dietary studies with equally meticulous biochemical 
analyses performed in London on material gathered in the Indian field.“ 


In Wilson and Widdowson’s account, the regions of India were defined — in line with 
established research traditions — not by religion, politics, culture or ethnicity, but by the staple 
grains produced and consumed within them.2! The diverse populations involved, however, 
were introduced specifically through a discussion of their assumed faiths’ ‘dietetic precepts’ 
and general food customs. Implicit is the assumption that religion would play a significant role 
in dietary choice and nutritional status. Wilson and Widdowson looked closely for the effects 
of religious dietary proscriptions within communities which otherwise depended on the same 
staple cereal and local crops, and listed religion first among the ‘complicating factors’ they 
considered in interpreting their raw data. Religious ‘taboos’, they reasoned, ‘may be expected 
to have some influence on the composition of the diet’. 


Such views would later be conveyed from colonial settings back ‘home’ with researchers 
returning to Britain in the wake of decolonisation. Yet even in India, these expectations were 
confounded. The team found little evidence in the field that religious factors significantly 
affected diet in the majority of Indian contexts. Instead, through observation and biochemical 
analysis, they (re)discovered the overwhelming importance of economics in determining 
consumption in India, just as in Britain. ‘In practice,’ they concluded, ‘religion does not appear 
to be the factor of first importance.’2* Nonetheless, implicit criticism of the impacts of religion 
on dietary choice persisted in their final report.*2 


While retreating from assumptions that religious beliefs played a primary role in dietary 
choice for most Indians, Wilson and Widdowson made no claims for individual choice or 
agency. In fact, they had chosen their methodology, the study of family groups, because the 
individual ‘native’ was perceived to be largely inaccessible: ‘Among native communities in 
India and other parts of the world . . . an individual method of study is extremely difficult and 
tedious, though not impossible to carry out.’24 Their published results repeatedly stressed this 
inability to study or define the individual and his or her diet in the colonial setting, 
foreshadowing the later tendency for ex-tropical nutrition researchers in Britain to focus 
likewise on ‘Asian’ familial and community patterns, rather than individual choices or 
preferences. 


On the other hand, Wilson and Widdowson engaged with — and disputed — one of the abiding 
homogenising tendencies in Indian nutritional research: the habit of making broad 
generalisations about entire populations based on their staple cereal.22? As David Arnold has 
demonstrated in his study of beriberi in India, the conflation of diet, culture and race was an 


established part of colonial nutrition work in the period spanning the two world wars. 
Researchers condemned rice-based and vegetarian diets, while associating the use of wheat, 
meat and dairy products not only with superior health, but with ‘racial’ physical and mental 
superiority in general.*° In contrast with the early-twentieth-century studies described above, 
‘race’ was a crucial analytical category for Wilson and Widdowson, and the authors clearly 
regarded it as a contributory factor to differences between ethnic groups. 


There are a number of factors, racial, developmental, social and hygienic, which play an important part in determining the 
growth of the child . . . The difference between the Hindu and Muslim children may be racial rather than dietetic in 


origin. Muslims are often the descendants of invaders of tall stature who have come from the north.22 


Implicitly, diet alone could not explain the observed differences between India’s populations. 


Consideration specifically of rickets and osteomalacia formed only a part of this study. 
However, Wilson’s long experience in studying both (she published, either independently or 
collaboratively, some 15 studies of these conditions between 1929 and 1932) brought 
considerable data to bear on the question of their relative prevalence and origins. Here, in 
contrast to the rest of the study, religion was given a central role. Although alert to 
compounding factors including poor housing stock, Widdowson and Wilson’s conclusions 
allowed for no doubt that religiously mandated seclusion and modest dress were the most 
important factors in the generation of vitamin D deficiency in India: ‘It must be 
concluded . . . that the confinement of girls indoors in North India is the chief single factor 
responsible for the occurrence of rickets. In South India the abundance of sunshine which girls 
as well as boys enjoy more than makes up for their poorer diets.’ 


The presence of serious vitamin D deficiency in India, its relationship to religion, and the 
role of the built environment all would attract attention to Wilson and Widdowson’s research 
from nutrition workers in the Ministry of Health/Department of Health and Social Services 
(DHSS) — but not until the 1960s and 1970s, when metropolitan British medical attention was 
focused closely on rickets and osteomalacia in the ‘tropical’ South Asian bodies which had 
suddenly become ‘local’ in the metropole. Not coincidentally, this was also the period in 
which, as one actor recalled, ‘the approach to nutrition in Britain . . . depended in practice on 
ex-patriot scientists from the Third World’.22 


In the intervening years, much domestic British research looked inward, searching out the 
signs and symptoms of an increasingly subtle disease, exploring the metabolic machinery that 
underpinned those signs and symptoms, and investigating the diets of Britain’s own urban 
indigenes.*? In contrast, Britain’s tropical colonies offered more than vital ‘clinical material’ 
to British metabolic and nutritional research.4! They served as living laboratories within 
which partisans on each side of the debates that transfixed British nutritional science and 
policy — debates about whether research and interventions in nutrition should focus on 
aetiology and metabolic biochemistry, or on social and environmental factors — could test their 
convictions in practice. Research workers deployed both structural and technical approaches 
to the problems of malnutrition and hunger on colonial and postcolonial populations.42 Many 
acknowledged and celebrated the ‘invaluable role’ that ‘the third world’ played ‘as a training 


ground for British nutritional science’.*? Moreover, based on their pioneering work, whether 


clinical, epidemiological or biochemical, such researchers often achieved dominant positions 
in Britain’s domestic medical hierarchy on their return from colonial settings in East and West 
Africa, India, Malaya and the British Caribbean.“ Ex-colonial scientists and medical officers 
came to direct the Medical Research Council’s highly influential Dunn Nutrition Unit, the 
Rowett Research Institute in Aberdeen, and key laboratories and teaching hospital research 
units across the UK. 


The role of the colonies and successor nations as sites of research did not end with formal 
empire, since the Medical Research Council continued to fund clinical and especially tropical 
medicine research facilities across the New Commonwealth. Nor was the impact of such 
research felt only, or even primarily, in the tropics; researchers returning from the colonies 
(and post-colonies) described their experiences as ‘priceless for the development of diet- 
orientated health programmes in the United Kingdom’. Their tropical experiences were 
enduringly transformative of their own research interests, but also — particularly as they rose 
through the biomedical ranks — of the institutions to which they returned. As R. G. Whitehead 
(Director of the Dunn Nutrition Unit and an ex-Ugandan medical researcher) put it, ‘the basic 
investigative philosophies that have become central to nutritional science in general’ evolved 
in a specifically colonial context.“® Just as debates taking place in British biomedicine 
between the wars were played out in colonial medical research and service, so debates that 
emerged from late colonial and international health would find expression in postcolonial 
British medical research and practice. 


The return of rickets, 1963-71 


In 1963, less than a decade after the end of rationing — and in the wake of steady, if always 
controversial, reductions in welfare feeding — a new report emerged from research teams 
based in London and Glasgow. Rickets was back. Given the highly politicised nature of the 
disease, such reports provoked disquiet.*” ‘Inquiries are being made in Glasgow and London 
into the incidence of rickets which was thought to have disappeared with rising prosperity’, 
reported The Guardian, before complaining that rickets was ‘on the increase, but . . . no 
regular statistics are kept’. The only consolation the paper could provide its readers came in 
the form of speculation that these cases of rickets, unlike those of the interwar period, ‘might 
not necessarily be caused by poverty and neglect’, but instead by the ‘misguided devotion’ of 
breast-feeding ‘immigrant mothers’.*® Each of these claims hints at the underlying political and 
scientific debates. 


As in the interwar period, medical consensus on who suffered from rickets and why the 
disease had reappeared was scarce. Researchers in Glasgow and Britain’s industrial Midlands 
expressed scandalised concern that the condition affected the children of large, poor families 
in the majority community and urged a return to the interventionist preventive policies of the 
wartime and immediately post-war era. Publicly, the Ministry of Health ridiculed such claims; 


privately, its medical officers commissioned urgent investigations into the nutritional status of 
Britain’s children. In the interim, rickets was instead presented as an ‘immigrant’ disease. 
Ministry officials speculated that New Commonwealth migrants, whose arrival had already 
provoked considerable attention in public health circles, might have imported malnourishment 
along with their other health deficits. In 1964, Minister for Health Anthony Barber (and other 
government members of parliament) suggested that their rickets might be the result of dietary 
ignorance, or a failure to rapidly adapt to the British climate and mode of life. In 1965, a 
Guardian reporter invoked such hypotheses to propose a new aetiology for the once-English 
disease, rooted in failed adaptation to grey skies and modern nutrition alike. Rickets was, 
Nesta Roberts argued, one of the ‘disorders of transplantation’. After being ‘almost completely 
eliminated’ from Britain, she continued, ‘rickets appeared again with people who came froma 
sunny climate and who had never needed cod liver oil . . . they had no idea of the uses of 


welfare foods’ .2 


Yet while the association of rickets with increased immigration was politically attractive to 
those eager to challenge any sense that Britain was losing ground, it was far from uncontested. 
Rickets became a vehicle for heated criticisms not only of a mean-spirited and penny-pinching 
state, but of the British diet in general, and indeed of the failure of the Welfare State to 
guarantee the modern, egalitarian society it had once promised as recompense for pre-war 
inequality and wartime privations: 


The reality is that our standards of nutrition are somewhat worse now than they were in the austerity of 1950... (And 
our standards are generally some way below those of America and Russia.) Rickets, the most emotion-charged of all the 
symptoms of deprivation, is still found in Britain — mainly but not wholly in immigrant families. More nebulously, 
nutritionists are worried at the accumulating evidence that children in large families are smaller than only children; that 
health and physique are somehow related to social class; and that in many respects the health gap between rich and poor 


seems to be widening.24 


It was, The Times suggested, ‘the old story of poverty, social incompetence and poor health 
marching together’.2* While disputing this abiding association with poverty, even DHSS 
experts reluctantly acknowledged the social (but not the medical) significance of rickets. 
Principal Medical Officer W.T.C. Berry, head of the Department’s Nutrition Unit, admitted in 


1968 that rickets ‘excited great emotion’ as ‘a sign of social regression’. 


Berry himself did not share this view; indeed he rejected it ferociously in favour of 
arguments that rickets was an evanescent symptom of mass migration, and of imported bodies 
still marked by the poverty of their countries of origin. As a former colonial medical 
researcher first in Nyasaland (Malawi) and then in The Gambia, Berry had personally 
participated in unrewarding technocratic campaigns to research and treat ‘malnutrition’ in the 
form of various hypothesised vitamin deficiencies, while ignoring the wider context of 
desperate ‘undernutrition’. The inefficacy of the New Nutrition as a ‘panacea’ for Africa’s ills 
was for him an abiding and bitter memory, and one that may have significantly influenced his 
resistance to supplementation and fortification interventions in relation to what he saw as 
largely latent rickets in a British context of dietary abundance.“ In fact, the Nutrition Unit 
employed a number of ex-colonial researchers in senior positions. Among Unit medical staff 


like Berry and Senior Medical Officer ex-Ugandan doctor Sylvia Darke, attitudes fostered in 
Britain’s tropical colonies — about what constituted a problem of nutrition, who was 
‘vulnerable’, and what forms of intervention and engagement were appropriate to particular 
(homogenised) populations — drove research and policy interventions. In addition, as in 
colonial tropical medicine, assumptions about the diets, customs, beliefs and aptitudes of 
‘Asians’ and other New Commonwealth groups profoundly influenced Departmental responses 
to the unwelcome return of rickets. 


Yet despite his scepticism, Berry was unable to completely resist public and professional 
pressure, evidenced in a series of regional internal reports, scientific papers, medical 
editorials and popular news reports, to respond to the reappearance of rickets.° In the late 
1960s, Berry confirmed the Department’s discovery of ‘overt rickets’ in ‘small pockets, either 
socioeconomic or racial, which might respond well to fairly simple modifications of our 
existing fortification system’.2’ The presence and then persistence of such a familiar and easily 
resolved deficiency disease in Britain was shocking to all. To members of the Ministry who 
had begun their careers in colonial settings, the political ramifications of such a manifest 
failure in the state’s duty of care to its population would have been well known. As one 
researcher recalled, in the late colonial era ‘the concept of a protein deficiency in a British 
Protectorate was deemed politically objectionable. Infections were unavoidable . . . vitamin 
deficiencies were new and thus not having planned for them was defendable; but something as 
basic as a lack of protein was quite unacceptable!’2° Decades after the widespread recognition 
of vitamin deficiencies as causes of ill-health, in a developed and proudly ‘modern’ nation, 
and during a time of comparative abundance, how much more unacceptable might deficiency 
rickets become? 


Media reporting and parliamentary debates demonstrate exactly this point: they presented 
the return and persistence of rickets in Britain as scandalous, and demanded — unsuccessfully — 
immediate action. Initially, both political and media outrage focused strongly on fears that 
rickets was once again an indicator of economic inequality, revitalised by reductions in 
welfare feeding and increased means-testing in its distribution. However, with national 
surveys producing contradictory evidence about rickets among Britain’s white working-class 
communities, the DHSS denied an indigenous problem and directed attention towards Britain’s 
newcomers. In this, they were supported by some sectors of the medical community. Surveying 
its members in 1962, for example, the British Paediatric Association sought to establish the 
impacts of immigration and was keen to separate the nutritional status of migrants from that of 
the majority community. In their view, ‘[l]arge scale immigration . . . of families from the 
Commonwealth’ explicitly ‘caused’ the seeming increase in nutritional disorders; they 
therefore urged their members to be attentive to the race and birthplace of each case of 
malnutrition reported.22 Through such surveys, and through the efforts of clinicians and 
specialist metabolic researchers located in areas of high migration, abundant evidence 
confirmed high rates of rickets and osteomalacia among children and adolescents of South 
Asian descent. 


Colonising communities: ‘Asian rickets’ and British medicine, 
1971-81 


Initially, the close association between post-war rickets and Britain’s growing population of 
recent migrants from South Asia and East Africa and their British-born descendants offered 
attractive cover to both cost-cutting politicians and Britain’s central health authorities.°2 Most 
of the affected families were (at least in theory) eligible to receive welfare foods and dietary 
supplements even under the new, restrictive regime; thus welfare cuts could not be blamed for 
the rise in rickets. At the same time, their failure to access or use the benefits and medical 
services to which they were entitled could readily be ascribed to cultural or linguistic 
differences, rather than flaws in the services themselves. The link between Asian ethnicity and 
rickets was accepted and even fostered by medical professionals. By 1973, it had generated a 
new nomenclature for the once ‘English disease’: ‘Asian rickets’.©! But the visibility of the 
affected population, the growing interest its members provoked among elite researchers eager 
to unravel the mysteries of human metabolism, and — perhaps most importantly — the 
persistence of claims that rickets and osteomalacia were in fact far more widespread 
eventually forced the Department’s hand. 


Finally prodded into action, the DHSS and its expert Committee on the Medical Aspects of 
Food [COMA] echoed colonial precedents in initially prioritising methods of assessment and 
surveillance of rickets over its immediate prevention. Treatment was, in any case, a matter for 
local health authorities and practitioners, who also provided much public health education. 
Paralleling colonial nutrition research, the Committee focused first on establishing a solid 
foundation in the basic sciences. This approach also met with some support among the wider 
medical profession; a 1971 leading article in The Lancet documented the challenges faced by 
practitioners attempting to diagnose early rickets. Radiography, once the gold standard, was 
now regarded as insufficiently sensitive to early signs of sub-clinical deficiency — now known 
as ‘biochemical rickets’. It was also subject to technical artefact and professional 
disagreement, and potentially risky to the child-patient. Like clinical examination before it, 
radiographic diagnosis had become ‘subjective’. Blood tests, on the other hand, were subject 
to wide variation between individuals and even with automation had proven difficult to 
standardise. ‘Normal variation’ in levels of key serum constituents (serum alkaline 
phosphatase [SAP], in particular, the ‘sheet-anchor of diagnosis’ for biochemical rickets) was 
known to exist — but its parameters were undefined for any given population, and levels did not 
vary consistently with treatment, rendering its utility as a diagnostic sign dubious.°* As The 
Lancet’s editors pointed out, there might also be ‘racial differences’ in enzyme levels. They 
concluded pointedly that ‘Rickets matters’, not just to ‘a few coloured children in temperate 
climates’, but to ‘any infant’ deprived of sunlight or vitamin supplementation, and exhorted the 
profession on two fronts. First, they urged continued clinical examination to screen all 
children; second, they called for further investigation of SAP as a diagnostic sign.© 


When in October 1972 COMA’s Panel on Child Nutrition tackled ‘Asian rickets’ by 
establishing four expert working groups (clinical, biochemical, epidemiological, and dietary) 


to address ‘various aspects of the problem of rickets and osteomalacia in the immigrant 
population’, rather than any direct interventions, they were acting in line with at least some 
segments of professional opinion. Charged with developing standardised methodologies for 
determining the incidence and severity of disease, and only secondarily its causes, the panels 
were led by internationally recognised expert researchers.* COMA invited the head of the 
University of Manchester’s cutting-edge metabolic unit, S. W. Stanbury, to chair the clinical 
working group alongside paediatrician Professor C. E. Stroud of the Department of Child 
Health, King’s College Hospital, University of London. 


An ex-colonial researcher and an active practitioner in a community increasingly marked by 
the presence of immigrant and ethnic communities, Stroud was a strong advocate for action. He 
had already published research on the problem of rickets among New Commonwealth 
migrants, including those with origins in the Mediterranean, Caribbean and Africa, as well as 
South Asia.©22 However, his preference for speedy intervention was stymied by Stanbury’s 
primary commitment to basic research. Indeed, while Stanbury bragged enthusiastically about 
the research benefits to be had from working closely with Manchester’s growing Asian 
community (‘local co-operation is so good that I have little if any doubt about [their] willing 
availability’), he also insisted that for his unit the DHSS work ‘could only be done if a by- 
product of our clinical examinations were the acquisition of biochemical information relevant 
to our personal research interests’ © 


Three months later, the leaders of the working groups framed a plan of action. Their first 
goal was the standardisation of measures for normal biochemistry; this was to involve not only 
determining the best method for assaying samples biochemically, but also establishing ‘normal’ 
levels of the various indicators (calcium, phosphate, alkaline phosphatase) in human serum. 
For this, comparisons with ‘a control group of Caucasians’ were required — an uncontested 
assertion that offers convincing evidence of two key underlying assumptions held by the group: 
that British ‘Caucasians’ were the norm from which other groups might deviate; and that — 
evidence from Glasgow notwithstanding — rickets and osteomalacia were not generally present 
among the majority population. Such assumptions were commonplace: in contemporary 
medical literature, ‘healthy Caucasians’ were often specified as controls, while in some 
studies, even apparently healthy Asians could only be ‘symptomless’.®’ The final component of 
this study was a longitudinal study of 250 of the recently arrived Ugandan Asian refugees, from 
whom blood had been opportunistically gathered, to assess any ‘changes in their condition’, 
testing the hypothesis that rickets might be an imported ailment rather than a deficiency arising 
from life in Britain. Thus the bodies and availability of colonial and post-colonial 
populations remained vital to basic research in this field. 


A subsequent Panel meeting in April 1974 aired the possibility of one additional study, 
suggested by LSHTM professor John Waterlow, the recently returned founder of Jamaica’s 
MRC-funded Tropical Metabolism Research Unit. Waterlow proposed a parallel study in 
‘populations from which the immigrants come, e.g. Pakistan, or in countries where rickets is 
common’, and offered to put forward a proposal to the Tropical Medicine Research Board. 
This suggestion was encouraged and approved — neatly joining the colonial and postcolonial 


strands of tropical medicine.“ However, such a study had in fact already been performed and 
published by Stanbury’s group in 1973, comparing the blood chemistry of 119 residents of 
Ludhiana (in the Punjab) with their previous results for a similar group in Rochdale. Leaning 
heavily on Wilson and Widdowson, Stanbury noted that all existing explanations of rickets 
among Britain’s Asian immigrants had been shown to be unlikely explanations of rickets in 
India itself. Stanbury’s group asserted that ‘Indian and Pakistani people in Britain tend to 
maintain their social and dietary customs’. Therefore, they argued, if diet or traditional 
behaviours caused rickets and osteomalacia, they should find significant evidence of the 
disease in Ludhiana. However, they found only one case, and concluded that ‘Asian rickets’ 
was in fact the English disease reborn: a product of ‘inadequate solar exposure’ alongside low 
intake of vitamin D. 


In closing, the authors returned to Wilson and Widdowson’s vision of India as a place of 
‘natural experiments in nutrition’. They wrote: 


This opportunity is now shared with Europe, and the hard-earned experience of Indian physicians and nutritionists must be 
remembered. We also suggest that more might be learned from the history of vitamin D deficiency and rickets in Britain 
vl 


than from the pursuit of improbable causes of Asian rickets and osteomalacia.— 
Such lessons from history, however, were clearly not ones that the DHSS wanted either to 
learn or to teach. Not only did history offer clear evidence of a different standard of response 
to ‘Asian rickets’ than to ‘the English disease’, but it might restore an unwelcome focus either 
on living conditions in British Asian communities, or on the politically sensitive subject of the 
physical attributes of race — in particular skin pigmentation.“ Far preferable were studies that 
might produce evidence that ‘Asian rickets’ resulted from ‘Asian’ behaviours (including a 
voluntary failure to gain ‘solar exposure’), which could in theory be changed through education 
and assimilation alone. 


While the Working Groups continued their deliberate progress in assessing ‘whether rickets 
constituted a public health problem’, clinicians and local health authorities in areas with large 
Asian communities fumed at DHSS inaction? In July 1974, for example, a Birmingham 
consultant clinician, W. Trevor Cooke wrote in some annoyance to the DHSS: 


There are many of us in this country who are not quite so complacent about the [rickets] situation as the Ministry appears 
to be. It is an open secret that for many years . . . the Ministry were openly critical of the findings in Glasgow suggesting 
74 


the incidence of rickets in the immigrant community there. 
He also pointed out that the Ministry had focused its attention almost exclusively on infants and 
children under five — the group most likely to be protected even by the weakened fortification 
regime. This focus also reflected the impact of ‘population’ approaches and clinical priorities 
imported back to Britain by returning colonial medical officers and tropical researchers 
accustomed to seeing infants and their mothers as the most vulnerable to nutritional deficit. 


The popular press, too, began to ramp up their coverage of ‘Asian rickets’, producing 
headlines like ‘Rickets Danger for Asians in Britain’, ‘Asians “Face Danger Over Their 
Diet”’, and — perhaps most revealingly — ‘Asians Advised to Spread Margarine’ in response to 


calls from the British Nutrition Foundation and Community Relations Commission for 
increased health education about rickets for Asian communities? In part, press interest 
stemmed from the continued political salience of rickets as a marker of poverty and inequality, 
an issue effectively spotlighted by Labour parliamentarians in reaction to Conservative 
Education Secretary Margaret Thatcher’s 1971 withdrawal of free milk that had been provided 
for school children since WWII. However, it also reflected growing attention to questions of 
‘race relations’ and racial equality in the public services and British society at large. By 1973, 
and for the remainder of the decade, the relationship between rickets and ‘racial’, rather than 
socio-economic, inequality would increasingly drive policy responses to the condition within 
Whitehall and Westminster. 


As this transition in the signification of rickets took hold, officials in the Department of 
Health found themselves caught between two contradictory discourses. On one hand, they and 
their political masters envisioned a far narrower sphere of action for central government, and 
particularly the central health authorities, in managing the public health. Only those problems 
that affected the entire nation called for a central response; matters affecting any smaller 
segment of the population could be addressed at the local level. Thus, defending the 
Department’s resistance to direct nutritional interventions — including the fortification of 
chapatti flour as advocated by key metabolic researchers and clinicians to (once again) 
eradicate rickets — Sylvia Darke explained in 1977 that: 


Nutritional problems can be dealt with either by changes in national policy or locally by area health authorities. Alterations 

in national policy are in general reserved for problems which affect the national health and which can only be solved by 

Government action . . . It is as well to remind ourselves that the public health means the health of 56 000 000 people and 
77 


also that the effects of changes in nutritional policy may not reveal themselves for a generation. 
Because of these potentially long-ranging effects, she argued, any central action required 
‘sound evidence’; ‘intervention’ in particular required this, and demanded a ‘well-informed’ 
public able to make a ‘wise choice’. By these definitions and under these constraints, direct 
national action to end rickets was of course beyond the scope of ‘the public health’: ‘the 


problem of rickets’ was ‘confined chiefly to Asians in urban areas’. 


On the other hand, successive Race Relations Acts since the mid-1960s, and especially the 
Race Relations Act of 1976, had raised expectations of government action and support in 
maintaining and improving ‘race relations’ and in ensuring equality in the public services. The 
1976 Act specifically mentioned health care as an area in which indirect discrimination, as 
well as direct discrimination, was illegal, and established a public duty for local and health 
authorities to ensure equal access. Moreover, by establishing the Commission for Racial 
Equality and endowing it with some investigative powers, the Act also opened new channels 
for community action, and for the new Community Health Councils [CHCs] established in 1974 
to press for change. By the mid-1970s, the CHCs included growing numbers of ethnic minority 
members, particularly in urban areas with high rates of primary and secondary migration — 
exactly the areas in which both ‘Asian rickets’ and the influential specialists who researched 
and treated it were to be found. 


One such specialist, A. S. Truswell, included the prevention of rickets and osteomalacia 
among his proposed nutrition goals for Britain. ‘The “English disease” is back with us’, 
Truswell proclaimed. ‘[P]ossible measures’ to eliminate it included: 


(a) health education, encouraging Asians to expose their skins to sunlight, eat more margarine and use welfare vitamin D, 
(b) enrichment of chapatti flour, (c) enrichment of milk (as in the USA), (d) enrichment of butter. None of these is 
without difficulties and objections, any will require money and there is a lingering fear of hypercalcaemia. 


Yet while these challenges were universal, he observed, rickets ‘seems to be more prevalent 
here than across the Channel or across the Atlantic’. Its eradication was a useful nutritional 
goal for Britain precisely ‘because it is theoretically achievable’. Truswell certainly 
persuaded his expert audience; in a subsequent straw poll of 105 ballots, they accepted rickets 
and osteomalacia prevention as one of the nation’s top 15 health priorities.“ 


While individual members of the Unit were frustrated with their slow progress and seeming 
inability to return rickets to the history books in the mid-1970s, they and their peers across 
Whitehall nevertheless resisted calls for fortification. Again, their arguments often echoed 
colonial assumptions: Asians might, they assumed, object to fortified foods on religious 
grounds. It might even cause ‘political, racial, and religious problems’.2? However, under 
pressure from a wide range of organisations, from the British Medical Association to the 
Community Relations Commission and the Confederation of Indian Organisations, by the late 


1970s they were eager to be seen to be doing something about the rickets problem. 


Even the Nutrition Unit was therefore surprised when, in 1978, its own specialist COMA 
panels rejected any idea of fortification. Crucially, they argued for a new understanding of 
rickets’ renewed but selective prevalence in the UK: 


There is evidence that, far from being the ‘English disease’, rickets and osteomalacia among young women are now 


largely diseases of the tropics and sub tropics . . . Asian child immigrants sometimes arrive in this country with active 
rickets, and . . . as the Asian people adjust to conditions of life in Great Britain the incidence of vitamin D deficiency is 
declining. 82 


‘Asian rickets’ was redefined not only as ‘tropical’ but — like other diseases associated with 
migration, including tuberculosis — as imported. In the face of subsequent, and often indignant 
professional debate and heated public criticism, COMA (and consequently the DHSS) was 
obdurate.®2 There would be no fortification of chapatti flour or other additional foods; instead, 
the ‘Asian people’ must be educated to ‘adjust’. Yet they were not allowed the budget required 
for effective mass education. Describing the Department’s efforts to educate via pamphlets as 
‘pathetic’, Sylvia Darke pleaded with her superiors: 


I think at night of all the Asian children with rickets who could be cured or their illness prevented so easily. Is it my fault? 
To some extent we have failed. In 1972, our hunch was education but . . . [we] cannot easily launch a campaign. What is 
needed is TV and radio time in short bursts at intervals to repeat and repeat the message. We have not access to radio 


and Tv!!84 


Darke would not get access; in line with the Department’s vision of ‘public health’, she was 
told that the target was too small to merit such action on a national scale. 


Ironically, television would eventually catalyse a shift in the Department’s approach to 
‘Asian rickets’. Damning criticism of DHSS inaction on Granada Television’s popular ‘World 
in Action’ programme in 1979 prompted the newly appointed (and medically qualified) 
Minister of Health Gerard Vaughan to invite ‘community leaders’ into the policy-making 
process.22 Vaughan was determined to ‘show that the Department was concerned’ about 
Britain’s ethnic minorities.2° The resulting DHSS/Save the Children ‘Stop Rickets’ campaign 
was designed to engage long-ignored communities with the NHS through cost-effective 
education-only campaigning. Its disproportionate focus on an easily prevented and cured 
condition also served as an effective distraction from larger health concerns that affected 
Britain’s Asian ethnic minorities. 


Conclusion 


The identity of rickets changed repeatedly over the course of the twentieth century. From a 
nearly inevitable disease of slumdom, it became a marker of inequality and a highly politicised 
sign of social deprivation. Still later, the absence of ‘clinical’ (that is, frank and visually 
apparent) rickets became a sign of post-war egalitarian and scientific modernity, while any 
return of the disease marked ‘social regression’. Worried civil servants and politicians re- 
inscribed such rickets as a ‘tropical’ disease (imported, rather than acquired by the new 
British populations among which it was most prevalent), while frantically resisting claims that 
a new ‘epidemic’ of ‘biochemical rickets’ invisibly afflicted the children of the indigenous 
poor. In politics, the press and professional journals, ‘tropical rickets’ was an evanescent 
‘disease of transplantation’, bound to yield to assimilation and accessible medical care. 
‘Biochemical rickets’, on the other hand, might not exist at all. When ‘tropical’ rickets 
persisted, its ‘immigrant’ identity transformed into an ethnic one. ‘Asian rickets’ replaced the 
‘English disease’, and approaches and anxieties shaped by colonial medicine were re-applied 
to postcolonial populations in Britain. 


Each of these shifts in the identity of rickets — each chapter of its twentieth-century 
biography — reflected and provoked changes in diagnostic technologies, medical and public 
health practices, and the meaning of the disease for sufferers, communities and policy-makers. 
The emergence of ‘Asian rickets’, for example, initially offered valuable protection to 
politicians eager to screen themselves and their policies from the political fallout of rickets’ 
return. In an era of increasing attention to ‘race relations’ and with the help of new legislation 
and regulatory bodies (specifically, the Race Relations Act of 1976 and the CHCs and CRE), it 
also opened the door for ‘Asian’ communities and equality activists to demand a national 
response to this racialised condition, albeit at the price of drawing attention away from wider 
health disparities. And at the same time, ‘Asian rickets’ continued to obscure another at-risk 
population, the housebound elderly of all ethnic origins. Despite strong evidence that they 
experienced high rates of treatable osteomalacia, this group was once again ignored by public 
health campaigners, demonstrating the potentially damaging impacts of politicised — and 
racialised — disease identities on the assessment, measurement and protection of the public 


health. 
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SOCIAL GEOGRAPHIES OF SICKNESS AND 
HEALTH IN CONTEMPORARY PARIS 


Toward a human ecology of mortality in the 2003 heat wave 
disaster! 


Richard C. Keller 


Descriptions of the catastrophe are uniform, cast in a language of extremity and exception. In 
the first two weeks of August 2003, France was struck by ‘an unprecedented heat wave’ of 
‘exceptional intensity, duration, and geographic extent,’ one of a ‘magnitude’ and ‘severity’ 
unmatched in more than a century. A ‘murderous heat wave’ that served as a capstone to an 
already ‘particularly murderous summer,’ the canicule of August 2003 wrought ‘dramatic 
health consequences’ on the French population in its death toll of nearly 15,000.2 Such 
language rightly points to a meteorological crisis. The degree of this disaster is perhaps most 
tellingly measured by the absence of any significant reduction of mortality in the aftermath of 
the heat wave, which indicates that most of the deaths were directly attributable to heat, rather 
than to a ‘harvesting effect’ of anticipated deaths in an already weak population. 


Yet such descriptions are misleading in their attribution of this crisis to an acute natural 
disaster. They are uniform not only in their language, but also in the sense of inevitability that 
they convey. By this logic the collision of extreme temperatures and an aging population sets 
the stage for an ineluctable tragedy. Moreover, given demonstrable increases in global 
temperatures and disturbing forecasting models that predict more frequent heat waves of even 
greater duration and intensity in the coming decades, climatologists also argue that such 
situations are getting worse, with potentially egregious health consequences.’ As convincing as 
these models are, they privilege temperature over human society as the decisive variable in 
shaping mortality. Several factors point to the need for pushing beyond these explanations of 
the proximate causes of heat mortality. Critical demographic disparities and a micro-geography 
of death indicate patterns of mortality that are at least as ascribable to the social ecology of 
urban France as to the more ostensibly ‘natural’ causes of disaster. Because of the importance 
of social phenomena in shaping the catastrophe of the canicule, the crisis deserves the attention 
of historians attuned to the making of a dangerous social landscape in the course of the late 
twentieth century. 


Climatologists tend to examine weather and nature on a worldwide scale: ‘global’ warming 


is merely one example of this phenomenon. Yet despite a pervasive discourse on the relentless 
pace of globalization, we reside largely in local environments, however subject they are to 
wider global influences. Much as environmental historians have done for years — and as 
medical geographers and urban reformers began doing in the eighteenth and nineteenth 
centuries — epidemiologists and climatologists have thus begun to call for a ‘downscaling’ of 
investigations of climate change to local contexts and conditions as well as analyses of the 
relationship between human society and the environment.? While they tend to mean by this a 
series of quantitative assessments of local environments, scholarship on the social dimensions 
of environment and health suggest that an emphasis on the local demands careful qualitative 
analysis as well.® 


Disasters such as industrial accidents, heat waves, droughts, floods, famines, and tsunamis 
find their origins in global phenomena, but their effects depend almost entirely on the local 
human environments with which they collide. As Amartya Sen and Mike Davis have each 
argued, droughts lead to famine only in specific political environments. Tragedies such as the 
Bhopal explosion originate in multinational capitalism and the outsourcing of chemical 
production, but the explosion’s effects are exacerbated by the fragile social landscape of an 
unregulated industrial environment. A flood wall spares Mark Twain’s home from the swelling 
of the Mississippi but reinforces the river’s volume and intensity, thereby worsening 
conditions for poor neighbourhoods downstream. Most relevant to this study, sociologist Eric 
Klinenberg’s brilliant analysis of the Chicago heat wave of 1995 described how patterns of 
social isolation, fears of urban crime, and ineffective public responses led heat to kill 
hundreds of elderly African Americans in the city, but very few whites in the suburbs.7 Such 
events reveal human vulnerabilities to extreme crisis. Yet as these events disproportionately 
affect the most vulnerable members of a given society, they are assimilated into the fabric of 
human experience as acute incidences of chronic suffering. Human suffering is often more a 
consequence of social divisions, economic policy, and the failure of political will than the 
whimsical, if tragic, powers of climate. 


Taking the French heat wave of 2003 as its focus, this chapter argues that there is an 
important place for historians in this project. Drawing on recent social studies of disaster, I 
argue that the heat wave disaster exploited a fragile social ecology with deep historical roots 
in the social geography of sickness and health of modern Paris. What follows aims at a social 
outline of human vulnerability by pointing to the curious intersection of phenomena that are 
apparently discrete, yet whose combination greatly exacerbated the health effects of deadly 
temperatures. Describing in turn the rise of a social geography of pathology in Paris in the 
nineteenth century, the social isolation of the elderly, and the emergence of particular 
cityscapes that exacerbated vulnerability during the disaster, the chapter indicates the 
possibilities for a historically situated examination of epidemiological disparities in the 
contemporary city. 


Medical and social geographies of the city 


The relationship between health and place is an ancient one. In the Western tradition, it dates at 
least to Hippocrates, who in Airs, Waters, Places describes a delicate equilibrium between 
environment and health. By the early-modern period, medical geography was an entrenched 
specialization that was tightly enmeshed with the expansion of European empires. Military 
physicians such as James Lind wrote about healthy and unhealthy landscapes for Europeans, 
characterizing the tropics as a lethal environment due to the ‘numerous swarms of flies, gnats, 
and other insects, which attend putrid air’; their ‘thick, noisome fogs’; and the fact that in these 
zones ‘a corpse becomes intolerably offensive, in less than six hours.’ Lind noted that ‘in such 
places, during excessive heats, and great calms, it is not altogether uncommon, especially for 
such Europeans who are of a gross habit of body, to be seized at once with the most alarming 
and fatal symptoms of what is called the yellow fever.’? Such readings of the connections 
between latitude, health, and race were deeply characteristic of the late eighteenth century and 
persisted well after the so-called bacteriological revolution of the late nineteenth century./2 


By the early nineteenth century, however, the rapid urbanization of Europe facilitated the 
emergence of a new form of medical geography, one that focused on the social disparities of 
sickness and health that characterized distinct regions of cities. Social reformers such as the 
British hygienist and social reformer Edwin Chadwick chronicled the horrific living 
conditions of the English working classes, borrowing from the rhetoric of Thomas Malthus to 
attribute the high rates of disease among workers and paupers to both immorality and the 
failings of the English poor laws. Focusing on the emerging industrial cities of England, 
Friedrich Engels, by contrast, attributed these conditions to the inherent inequalities of 
capitalism, arguing that an economic geography of class — marked by pollution and disease — 
predisposed vulnerable English workers to poor health outcomes. 


In France, figures such as Louis-René Villermé and Alexandre Parent-Duchatelet pioneered 
the study of morbidity and mortality in the early nineteenth century. In the 1820s, Villermé 
engaged in a study of all-cause mortality that generated an economic geography of life and 
death in Paris. He drew on a newly available data set collected by Paris’s nascent bureau of 
vital statistics, and sought to determine why certain neighbourhoods experienced high mortality 
and others experienced low mortality! Exploring deaths over a five-year period, Villermé 
examined the physical geography of the city, seeking to determine the roles played by factors 
such as proximity to the river, wind direction, elevation, water quality, and population density 
in mortality statistics. Yet careful study indicated that these factors played no role, leaving only 
economic inequality as the critical variable, pointing toward a political economy of mortality 
in early-nineteenth-century Paris./2 With the arrival of cholera in Paris in the 1830s, Villermé’s 
work assumed a new importance. Combined with the studies of Parent-Duchatelet and other 
urban hygienists, Villermé’s investigations of the links between poverty and mortality indicated 
the social, rather than moral or miasmatic, foundations of the cholera epidemic. 


Such work contributed to the wholesale reconstruction of Paris in the mid-nineteenth 
century. In 1853, the Baron George-Eugéne Haussmann, then Prefect of the Seine, launched a 
two-decade reimagination of the city that remains largely intact at present. Public health 
concerns were paramount in the project./? Paris’s population more than doubled in the mid- 


nineteenth century, growing from some 800,000 in the 1820s to more than two million in the 
1870s. This congestion placed unsustainable pressure on the city’s housing, water, and 
drainage infrastructure, and created a perfect ecology for diseases such as_ cholera, 
tuberculosis, typhus, and other killers.44 Hygienist concerns and rhetoric were deeply entwined 
in the building project, which, as the geographer Matthew Gandy has argued, employed bodily 
metaphors to describe a functioning city as a ‘holistic’ body.“ The Bois de Vincennes and the 
Bois de Boulogne, at the city’s eastern and western extremes respectively, were the lungs of 
Paris, while its new fresh water systems and its main traffic arteries were its circulatory 
systems; the new sewers, among the most critical of these systems, were the city’s bowels. 
Haussmann largely succeeded in his goal: cholera never returned to the city in a serious way 
(although tuberculosis remained a powerful scourge) and Edwin Chadwick purportedly said to 
Napoleon III, ‘may it be said of you that you found Paris stinking and left it sweet.’1° 


The remaking of Paris recreated the city’s social as well as its medical geography. An 
extensive historiography outlines the ways in which Haussmannization destroyed a medieval 
city and erected a modern one in its place. In particular, critics have signaled the ways in 
which Haussmann’s remaking of the city amounted to an assault on poverty and the poor. The 
principal targets for renewal were exactly the slums whose staggering mortality levels 
Villermé had noted in the 1820s. Most of these neighbourhoods were destroyed in their 
entirety. New construction, by contrast, catered to an entrenched bourgeoisie: a Paris of luxury 
and leisure was born out of the destruction of the city’s poorest and most marginalized 
districts. The displacement involved some 300,000 people, forced from miserable, squalid 
housing into homelessness./’ The remaking of the city amounted to a marginalization of poverty 
through the establishment of a bourgeois city centre that was ringed by a proletarian ‘red belt’ 
in the outer arrondissements and, eventually, the Paris banlieue, a geography of class that has 
remained essentially in place to the present./8 


Social vulnerability in the contemporary city 


Where nineteenth-century hygienists pioneered a social geography approach to urban 
epidemiology, contemporary scholars have refined these techniques, developing quantitative 
indices and qualitative evaluations of vulnerability in the modern environment. Among the best 
examples of these approaches is the work of Susan Cutter. A geographer who studies natural 
disasters, Cutter has developed a Social Vulnerability Index with the aim of providing a metric 
for determining vulnerability to natural hazards in a given environment. The index includes 
factors such as age, personal wealth, density of the built environment, condition of housing 
stock, tenancy rates, ethnicity, the occupational makeup of a given region, and infrastructure 
dependence among other data points, which provide for a comparative framework for gauging 
broad social vulnerability. For example, disproportionately elderly communities may be more 
vulnerable to natural hazards because of higher rates of disability that coincide with old age: 
such factors may well inhibit evacuation in the face of an oncoming disaster. Likewise, high 
poverty or tenancy rates often coincide with lower rates of insurance carriage, decreasing a 


community’s resilience in the face of meteorological hazards.+2 


These methods characterized the approach of epidemiologists and demographers to the post- 
mortem analysis of the 2003 heat wave in France, and in large French cities in particular. 
When measured in terms of mortality, the heat wave remains the worst meteorological disaster 
in French history to date. Yet investigations into the heat wave’s mortality disparities quickly 
made clear that the disaster was a social as well as a meteorological catastrophe. The August 
heat wave was in fact the third heat wave to sweep through France and across Europe in less 
than six weeks. The first struck in late June, and the second in mid-July, each pushing daily 
high temperatures near 40 degrees Celsius for extended periods. Combined with weeks of little 
or no rainfall, such temperatures were devastating: news reports between late June and early 
July placed heat, rural drought, and their effects for livestock among their top stories. 


Yet the August heat wave was of a different magnitude in its meteorological and social 
effects. Temperatures spiked throughout the country beginning on 2 August. Between 4 and 12 
August, Paris witnessed mean high temperatures that surpassed 100° Fahrenheit (38.1° 
Celsius), with daily lows that never dipped below 73° F (23.3° C). Temperatures in 15 
percent of France’s weather stations surpassed 104° F (40° C) during the period, hitting 108° F 
in Orange on 11 and 12 August. On the same days, Paris’s daily lows broke all records, 
dipping only to 78° F (25.5° C).22 Ozone levels in Paris were also the highest in years, making 
for a noxious mix of enervating temperatures and foul pollution. 


Bodies living and dead streamed into emergency rooms throughout France in droves 
beginning on 4 August, mounting steadily in the following weeks. In Paris, Patrick Pelloux, the 
director of France’s emergency room physicians’ union, called attention to the crisis situation 
on 9 August in a report in Le Parisien, backed by an interview with the television station TF1 
on the following day in which he noted dozens of unanticipated deaths in his hospital alone. 
Emergency services and the government were caught off guard. Thousands of hospital beds had 
been closed as a cost-saving measure, while physicians and nursing staff were cut to the bone 
due to the tradition of August vacations. Meanwhile, the government itself was away. President 
Jacques Chirac was attending the G-8 summit in Canada, while Prime Minister Jean-Pierre 
Raffarin and Minister of Health Jean-Francois Mattéi, both on vacation, were extremely slow 
to respond. Both conceded to television interviews on site during their vacations, but only 
returned to Paris to address the crisis on 13 August, after the heat had already broken. On 14 
August Raffarin launched the ‘plan blanc’ in Paris, and later throughout France, opening many 
of the closed hospital beds, but far too late to ameliorate the situation. Chirac only addressed 
the nation concerning the heat wave on 21 August, nearly three weeks after the crisis began. 


Epidemiological reports revealed startling and steadily rising numbers of excess deaths — 
that is, numbers of deaths that surpassed daily averages for the five previous years. 
Beginning with 400 excess deaths on 4 August, the toll reached 3,900 by 8 August and 14,800 
by 20 August, well after temperatures had dipped significantly; on the single day of 12 August, 
France experienced nearly 2,200 unanticipated deaths.2? Funeral services and morgues were 


completely overwhelmed; the city of Paris was forced to resort to storing the bodies in 


refrigerated food warehouses at Rungis on the outskirts of the city. In the aftermath, teams of 
genealogists donated their services pro bono to attempt to find the next of kin for hundreds of 
unclaimed bodies. 


Heat stroke was the most commonly noted cause of death — a pathology characterized by the 
body’s core temperature surpassing 105° F at the time of death; reported cases included some 
whose core temperatures had soared to 109° F before death. More important, however, is that 
despite its widespread discomfort, such intense heat struck unequally. Certain populations are 
at abnormally high risk for heat stroke, as the death toll indicates. Those over 75 experienced a 
mortality rate 70 per cent above normal, and constituted over 80 per cent of total excess 
mortality during the heat wave. Much of this risk is a result of natural failures of 
thermoregulation in aging bodies, in which bodies cease to dissipate heat efficiently. Signal 
processing is another factor: messages of dehydration begin to move much more slowly from 
the body to the brain as one ages, meaning that the elderly often take in less fluid than the body 
requires. Mental disorders also play an important role in elevating risk for all populations, 
regardless of age. Many of the mentally ill suffer from the same failures of signal processing as 
the elderly, greatly exacerbating risk for many older psychiatric patients. Schizophrenics taking 
neuroleptic drugs such as Thorazine or Haloperidol also suffer from exacerbated dehydration 
related to their medications, again elevating risk. 


Yet a number of social factors — many conforming closely to Cutter’s Social Vulnerability 
Index — confound these more strictly biological or ‘natural’ functions of risk. Age was the most 
obvious of these. With some 80 percent of the heat wave’s nearly 15,000 victims aged 75 or 
older, politicians and the media instantly seized on the social isolation that appeared to 
surround the victims of the heat wave, attributing the catastrophe to a failure in family and 
community solidarity through descriptions of the elderly as living on the margins of society. 
The story of Adéle Angéle offers an important example. At age 92, Adéle had never married 
and had no family, and lived alone in the banlieue apartment she had occupied since it was 
built in the 1960s. Her neighbours unanimously attested to her good condition despite her age. 
The clerk at the supermarket 600 metres from her home noted that she was ‘a bit stooped,’ but 
always ‘alert.’ A neighbour — who departed on vacation at the end of July — claims that she 
checked on Adele before the onset of the heat, and that Adéle refused all offers of help, even 
an alert system in her home in case of emergency. Yet on 15 August, the fire department 
discovered her collapsed on the floor, a chair overturned, a half-eaten meal and an emergency 
telephone number on the table before her. No one knows exactly when she died, although it 
was Clearly several days before she was discovered: the reporting officer noted that the heat 
certainly ‘doesn’t help preserve the body.’ Three hours later, the mortician arrived and sealed 
her body in a plastic bag and a coffin, promising to return shortly to remove her from the 
apartment. The besieged funeral service in fact arrived 12 days later to remove the body.“ 


The case points to the problematic nature of a discourse of isolation and its role in the 
State’s response to the crisis. Witnesses were eager to point out that Adele had repeatedly 
refused offers of help: she insisted upon doing her own daily marketing and living without 
domestic assistance. By extension her isolation appears self-imposed: a failure of neither 


social solidarity nor the state. One thus finds a concomitant pattern of denial and the shifting of 
blame from the agencies of the state onto the victim. Distancing the health ministry from 
responsibility, Jean-Francois Mattéi insisted that his staff ‘acted properly, and in a timely 
fashion’ to the emerging crisis, and was quick to note during a press conference that ‘half of 
these deaths took place outside the hospital.’*’ A similar elision was at work in denials that 
deaths were heat-related at all, that is, the ascription of excess mortality not to heat but to the 
heat’s ‘harvesting effect’ that accelerated the deaths of those already with one foot in the 


grave.22 


Such claims are typical yet tragic. They help city and state authorities to distance themselves 
from acute crises, much as ascription of natural disaster to an ‘act of God’ provides cover for 
infrastructural or political problems that place populations at heightened risk.*2 Yet they also 
effectively write the elderly poor out of existence as fully human individuals. If their isolation 
is self-imposed, if their deaths are inevitable and merely hastened by extreme temperatures, if 
their deaths took place ‘outside the hospital,’ it is as if they have opted out of the social 
contract. By this logic their aging, poverty, and isolation constitute transgressions against 
citizenship. Their lives of self-imposed social abandonment, or, as one of Adéle’s neighbours 
claimed, lives that are ‘invisible,’ are somehow less than fully human. Public statements by the 
state reinforced this dehumanization of the elderly. When asked about the possibility of 
implementing an effective heat warning system for vulnerable populations, Mattéi claimed: 
“You know, the elderly, as they don’t have very good memories, often from one moment to 
another, so the preventive messages that we could air... well, they’d forget them the same 
day!’22 


As a global phenomenon, aging has preoccupied anthropologists in particular, who have 
demonstrated the fascinating ways in which the cultural dimensions of aging constitute an 
important field of inquiry into the intersections of biology and culture.*! In France in particular, 
for the past several decades social scientists, government functionaries, and physicians have 
called attention to the significant aging of the French population. Accompanying this awareness 
has been the growth of a rich literature surrounding the politics and pragmatics of aging. 
Advice manuals for the aged and their families, a social scientific and journalistic literature on 
nursing homes, and polemical essays on styles of aging have fueled a vigorous debate over 
how one grows old in contemporary France. Historians have by contrast had relatively little to 
say about the phenomenon of aging in the modern West. Yet recent works point to important 
questions that force a reexamination of social knowledge about the elderly and the canicule. 


Mattéi’s characterization of forgetful seniors and the idea of a decrepit elderly population 
living in a state of marginalization find their origin in a crisis of representation of agedness that 
has marked French politics and media since the early 1960s. As sociologist Isabelle Mallon 
has argued, images of the elderly have ‘oscillated between admiration and pity.’22 On the one 
hand is an image promoted by advertisers, developers of retirement communities, and the 
leisure industry, catering to the desires of a new demographic: the idea of a fit, tanned class of 
successful early retirees, enjoying the first phases of grandparenthood and deserved leisure. 
Yet such an image contrasts powerfully with the figure of the impoverished, vulnerable, but 


also parasitic senior, a victim of poor economic circumstances and a failing body. The former 
notion is an artifact of postwar prosperity, which witnessed the development of the new figure 
of the youthful senior.22 The latter, by contrast, has been far more prevalent in twentieth-century 
political discourse. As Hervé Le Bras has argued, the pervasiveness of this notion is in part a 
product of language: in contrast to the English term ‘aging’, which connotes a natural 
chronological process ina subject of any age, the French term ‘vieillissement,’ or ‘getting old,’ 
signifies a process of decay specific to the end of life. ‘Vieillesse,’ or old age, is always a 
‘degradation.’4 It is a step toward death, rather than a process of maturation. 


This association between the aging of the population and national decadence itself was a 
frequent iteration of the interwar period. A concern about a crisis in France’s population in the 
early twentieth century — a realization of a birth gap between France and Germany in particular 
— was given a fresh impetus by the devastating death toll of the First World War. 
Demographers seeking to explain the phenomenon of French depopulation pointed not only to 
lower birth rates, but also to the aging of the French population as a critical factor in the 
development of a national vulnerability. As a result, the elderly became the objects of 
significant blame. For nationalist demographers and politicians, by growing older and 
withdrawing from productive activity, they became a drain on a society desperate for 
economic recovery from the war; as parents of too few children, they bore responsibility for 
France’s depopulation. A significantly gendered language informed this invective: combined 
with women’s longer life expectancies, the war’s heavy toll on men meant that by the end of the 
next world war the face of French aging was female. In the aftermath of the Occupation, the 
elderly had become an icon of national weakness. “The conditions of modern warfare,’ one 
demographer argued in 1948, demanded armies comprised of ‘the young, in full possession of 
their physical means.’° As two of his colleagues concurred, an ‘invasion’ by the elderly 
preceded the invasion of the Germans; thus ‘the terrible failure of 1940, as much moral as it 
was material, should be linked in part to this sclerosis.’ 


This stigmatization of the elderly points to a fascinating genealogy about the relegation of the 
elderly to a status on the margins of citizenship. Far from a romanticized notion of an 
appreciation of senescent wisdom that some historians have seen in the pre-war era,~2 it 
suggests a critical set of epistemological links between spheres of production, reproduction, 
and citizenship. In a 1976 lecture at the College de France, Foucault argued that biopolitics — 
or government through the deployment of discourses of public health, hygiene, and population — 
first seized on aging as an important site of intervention beginning in the modern era. For 
Foucault, the rise of industrial capitalism initiated a deep concern for the ineluctability of the 
process of aging and its inevitable extraction of subjects from ‘the field of capacity, of 
activity.’22 Aging and its social knowledge constituted a dividing practice that measured 
inclusion and exclusion by reifying social phenomena as biological expressions; discourses of 
aging thus operated in a manner analogous to those surrounding insanity, medical pathology, 
and sexuality in the same period. Yet whereas Foucault’s investigations of other dividing 
practices have spawned enormous scholarship, historians have been relatively slow to engage 
with aging, leaving critical questions about the culture of aging in France under-examined. 


When, specifically, did aging become a significant concern of the state? How has aging 
changed in the transition from industrial to post-industrial society? How has isolation become 
the dominant discourse about the elderly in France? What cultural factors have contributed to 
its development, and how have they shaped the patterns of bare life that have come to dominate 
representations of the elderly? 


The consumer orientation of French society in the post-war era witnessed a tightening of the 
link between aging and economic productivity. The early 1960s marked the first explicit 
engagement of the French state with the question of aging, via an official report by the Prime 
Minister’s Commission on the Problems of Old Age, issued in 1962.42 Named for its author, 
Pierre Laroque, the report demonstrates an important shift in the notion of national decadence 
and old age: it records a transition from the sentiment that the elderly weakened the nation to 
the idea that they signaled economic and political danger to the Fifth Republic. Noting that ‘of 
all the countries in the world,’ France had the ‘highest proportion’ of people over 60, the 
Laroque report connects to earlier fears by linking the aging of the population both to the 
‘insufficiency of the French birthrate’ and to a dystopian future. The report seized particularly 
on the threats that aging posed for the nation at this dynamic moment in France’s development, 
characterized by economic and social modernization, as ‘politically and psychologically, aging 
means conservatism, attachment to old habits, the failure of mobility, and an inability to adapt 
to the evolution of the current world.’#! 


The Laroque report vacillates between a sympathetic analysis of the real difficulties faced 
by the elderly, and a language of objectifying difference portraying the elderly as a self-centred 
drain on social resources. The report recognizes that the ‘misery and suffering of the elderly 
population’ are ‘no longer characteristic of a civilized nation,’ and actively ‘condemns’ any 
‘segregation of the elderly population,’ seeking instead social reintegration of the aged into the 
fabric of modern life.“ Yet it also depicts that population as itself resisting this integration. 
Whereas the traditional family structure of the past assured the ‘maintenance’ of the elderly, 
such arrangements were ‘no longer compatible with the state of mind [of the aged] or the 
conditions of modern life.’ Rejecting life with their descendents, the elderly appear to prefer 
the difficulties of managing a household to the ‘psychological obstacles of everyday life’ as 


dependents of their juniors.“ 


The report thus initiated a core element of discussions of aging in the post-war era: the 
notion of the self-imposed isolation of the elderly. The central emphasis of the report echoes 
Foucault’s outline of a biopolitics of aging, as its key recommendation is the ‘encouragement’ 
that the elderly remain ‘active’ members of the labour and social markets.“ Toward this end 
the obligation of the state is to provide pensions for those who cannot work after the age of 60, 
and for all after 65, while also ensuring the positions of those over 50 in the labour market. Yet 
as scholars of aging in France have noted, the link between aging and economic production 
placed the elderly in a classic bind. The framing of aging in terms of production has forced an 
alignment between retirees and labour syndicalism, producing powerful tensions around an 
inherent conflict of interest that sets the protection and job security of elderly workers against 
the interests of younger workers in an era often marked by staggering unemployment.*® 


This notion of the elderly as a burden has persisted into the present, in constant tension with 
the image of a youthful, socially integrated senior population enjoying a so-called ‘third age of 
life.’ In contrast with this ‘Papy boom’ is what journalist Gérard Badou has described as the 
‘realities of growing old,’ which have produced a ‘new third estate.’44 The French have 
entered a moment in which many can expect to reach their mid-eighties. Yet, Badou notes, the 
collective enfeeblement of an aging population (with 500,000 cases of Alzheimer’s disease in 
France alone) has diverted the science and health industries from productive endeavours and 
the advancement of human health into a losing battle against aging. The elderly, for Badou, 
have become the ‘gluttons’ of the health-care sector, all in the interest of preserving life at the 
limits of human existence. 


This condition is exemplified by the plight of those in French nursing homes and hospices, 
the site of some 20 per cent of France’s heat wave deaths in 2003. A growing literature has 
pointed to the problems of retirement homes and hospices as ‘the privileged space of 
dependent aging.’“8 Despite the Laroque commission’s efforts to avoid the ‘segregation’ of the 
elderly, the nursing home has become what anthropologist Jodo Biehl, speaking in a different 
context, has called a ‘zone of social abandonment,’ or a de facto space of bare life The 
nursing home is an entryway into death’s waiting room: ‘to be confined here is already to die a 
little.’°2 Private sector homes have come to constitute a ‘market’ for the ‘trafficking of the 
elderly,’ according to one journalist: repeated investigations have pointed to an epidemic of 
unqualified personnel, dramatic overcrowding, dreadful hygiene, and illegal drug-dispensing, 
including the use of neuroleptic drugs as ‘pharmacological straitjackets’ in the private nursing 
home industry.2! In the public sector, for the poorest of the elderly, these homes are, according 
to one critic, ‘neither camp nor prison. In a sense, they are worse.’ Here ‘one dies of the deep 
sadness of death, without tragedy . . . Here, nothing but the end, nothing but the end.’22 As a 
product of the fiscal belt-tightening of the 1990s, cuts in social services have produced 
dramatic staff shortages, dissatisfied and unqualified personnel, and often egregious living 
conditions. Their residents are ‘citizens at the end of their rights,’ their personnel dehumanized 
through a ‘daily habituation to decrepitude and death.’2? Placement thus relegates one to 
abandonment of the ‘good life’ in an Aristotelian sense — the political life, the life of 
citizenship and the individual — for the bare life of invisibility, an act that amounts to an 
abandonment of personhood and the right to the good death as an individual that contains 
meaning for family and community. The heat wave was thus less a scandal in its own right than 
a revelation of scandalous conditions of the vulnerability of the aged — a vulnerability resulting 
not froma failed community, but from a failed commitment to the elderly by the state. 


The heat wave as urban pathology 


In addition to the dramatic age disparities of the death toll, a second important disparity merits 
historians’ close attention. A deep divide marked mortality between urban and rural 
populations, with cities bearing the brunt of excess deaths. Whereas rural communes and small 
cities experienced death rates between 40 and 50 per cent higher than normal, the Paris region 


witnessed rates 140 per cent higher than expected. Epidemiologists have ascribed much of this 
difference to two phenomena: the existence of stronger social ties in rural settings than in 
alienating cities, and what climatologists call the ‘urban heat island effect.’ The latter is the 
more significant in most analyses of the canicule. Land-use patterns have powerful effects on 
heat concentrations. A preponderance of reflective surfaces, vehicle exhaust, ozone 
concentrations, the effect of tall buildings on stifling breezes, large concentrations of heat- 
producing sources, and other factors particular to urban environments create important 
temperature differences across landscapes, at times as much as 10° F between downtown 
regions and surrounding rural areas. 


The heat island effect raises important questions about the relationship between nature and 
culture that have been at the heart of a growing literature in environmental history, and 
specifically the environmental history of France.22 Such questions include, most prominently, 
what about a disaster is natural if its origins are found in human actions, including human 
effects on global climate change and the effects of architecture and land use on dangerous 
urban microclimates? More thoroughly in the domain of social history, however, it is clear that 
the effect of the temperatures created by heat islands on mortality is open to question: 
temperatures were higher in much of the South of France for more sustained periods than in 
Paris, with significantly lower mortality rates. Much of this may be attributed to the habituation 
of those in the Midi to higher temperatures and an experienced adaptation to heat waves 
(although a 1983 heat wave in Marseille was devastating to that population). Yet other 
elements appear to play equally important roles in shaping the urban epidemiology of heat 
deaths. 


Although heat islands have a powerful impact on the microgeography of climate, their role is 
deeply confounded with a range of forms and disorders of urban sociability and habitation. In 
its ‘definitive report’ on the canicule the Assemblée Nationale signaled the ‘disastrous’ 
condition of many Paris apartments as a major variable in mortality patterns.°° Although it 
emphasized the heat island effect, the Institut de Veille Sanitaire’s extensive study of urban heat 
mortality confirmed, at least implicitly, the importance of concentrated poverty in its ranking of 
key risk factors for death among those living at home during the crisis.2 Those who were at 
greatest risk for death during the heat wave were: those identified ‘socio-professionally’ as 
‘working-class or other,’ the lowest income category considered, who were 264 per cent 
likelier to die than those with professional backgrounds; those living in older buildings without 
elevators (40 per cent likelier to die); those living on the highest floors of apartment buildings, 
directly beneath zinc and aluminum roofs (133 per cent); those living without private bath 
facilities (147 per cent); and those living without televisions or radios (100 per cent). 


Each of these problems contributed both directly and indirectly to mortality. As the Institut’s 
study pointed out, those without televisions had more limited access to reports about the heat 
wave and health warnings; those without baths had little recourse to washing as a survival 
strategy; those on the highest floors suffered the most punishing heat. But each is also a 
symptom of poverty and marginalization in a consuming society. The study, however, ignored 
the explicit role of poverty, as well as the concentration of these factors in certain 


neighbourhoods and the effects of entire marginalized zones on mortality. Yet individual habits 
and urban space affect one another reciprocally. Marginal, ‘difficult,’ or ‘sensitive’ 
neighbourhoods — such as the ‘outlaw zones’ of the banlieue — encourage the seclusion of their 
residents, a sensibility that reinforces the desertion and desolation of the streets. According to 
a range of studies, such phenomena disproportionately affect seniors, who find themselves at 
heightened vulnerability to crime as their bodies begin to fail.2? Behaviour during the heat 
wave that is typical of those who live in these difficult circumstances affected risk 
significantly, according to the study. Those who never left their apartments were nearly four 
times as likely to die as those who left daily, while those who participated in no ‘social, 
religious, cultural, or leisure activities’ outside the home were over six times as likely to die 
as those who did.© Because they ignore the social environment from which these cases isolate 
themselves, such figures misleadingly suggest that ‘self-imposed’ forms of isolation were the 
key element in determining vulnerability. 


The contemporary city’s microgeography of mortality has at least as much to do with local 
forms and disorders of urban sociability and habitation as it does with the city itself as a 
pathological mechanism. The key question is perhaps not whether cities show higher mortality 
rates than other environments, but instead where cities show concentrations of mortality. What 
particular environments and neighbourhood structures coincide with higher risk of death during 
heat waves and other disasters? Such an analysis allows for a finer accounting of how to 
evaluate risk and vulnerability in urban communities by potentially exposing more specific 
factors that influence health outcomes. These factors might include building styles, 
neighbourhood layouts, crime rates, concentrations of relative wealth and poverty, access to 
transportation, and proximity to hospitals and other health-care services among others. 


Among the most fascinating studies of the spatial dimensions of vulnerability during the 
disaster are those generated by the Atelier Parisien de Santé Publique. The Paris mayor’s 
office hired the Atelier’s staff to conduct a number of official studies of the distribution of 
mortality in the city.®! Their studies plot excess mortality throughout the city, indicating 
important intersections of neighbourhood and risk, with attention to factors such as 
socioeconomic status of local households and the median age of the local population.©2 Such 
projects indicate that land-use patterns and neighbourhood configurations may well have 
profound impact on mortality rates. For example, the highest concentrations of mortality are 
grouped in the southern arrondissements (the twelfth, thirteenth, fourteenth, and fifteenth). Yet 
there are other important correlations of mortality with the cityscape. The architectural styles 
of different neighbourhoods appear to correlate with differential mortality rates. The thirteenth 
and fifteenth arrondissements show high excess mortality; these are also the districts of the city 
with the highest concentrations of planned high-rise commercial and residential structures that 
date to the 1960s and 1970s. Such structures offer a textbook context for studying the urban 
heat island effect. They are concrete, steel, and glass towers with no shade or green space, 
heated further by underground parking garages. They also point to the significance of a social 
ecology of place, a critical site of inquiry for urban environmental historians, who have 
highlighted the ways in which the modern city marks an intersection of technology, nature, and 
society.°2 These critics and others have pointed to the complexities that are built into the city as 


a technological system, one that exacerbates vulnerability for certain populations due to its 
effects on sociability and culture.“ 


These high-rise complexes represent the dream of mid-twentieth-century urban planners who 
saw in them the capacity to construct futuristic neighbourhoods, which organized residential 
building towers around esplanades that contained businesses and retail outlets. The towers’ 
residents could take advantage of elevators to retreat from the hustle-and-bustle of city life, 
while maintaining easy pedestrian access to supermarkets, restaurants, and places of 
employment. The architect Le Corbusier was among the chief proponents of such complexes. 
Describing them as ‘machines for living,’ Le Corbusier argued that a technologically inspired 
architecture utilizing concrete and steel held the promise to bring light and air, those luxuries of 
the bourgeoisie, into working-class living environments. 


Yet while these structures appeared utopian at the moment of their invention, they have 
proven deeply problematic in the decades since their inception. Many critics have argued that 
Le Corbusier’s ‘machines for living’ have now become technologies of alienation. Although 
they inserted a new community form into given areas, they also powerfully disrupted existing 
community structures. Among the best examples is that outlined in Henri Coing’s 1966 study of 
the demolition of ‘Ilot 4’ in the thirteenth arrondissement. The ‘ilots insalubres’ were zones 
within Paris that city officials had targeted for urban renewal for decades. For city planners, 
they were bounded regions of filth, poverty and disease; for local residents, they were 
quartiers. The mass clearing of [lot 4 for the construction of the Olympiades complex near the 
Place d’Italie entailed a complete fragmentation of the existing community. Much like the 
process of Haussmannization, the replacement of former buildings with the new complex 
displaced the community, who could no longer afford the higher rents imposed by the new 
construction.©2 But another phenomenon also attended the recomposition of the neighbourhood. 
The construction precipitated steep economic declines for existing businesses. Small, locally 
owned cafés, bakeries, and shops were forced out by the development, replaced by large, 
impersonal supermarkets and restaurants. In [lot 4, the number of cafés and bakeries declined 


by 90 per cent; in the Rue Nationale alone, 48 cafés were replaced by one.® 


As Coing noted in the mid-1960s, the hundred-odd cafés in Ilot 4 served the 
neighbourhood’s distinct ethnic and social communities, offering a living space for those who 
suffered daily indignities in tiny, overcrowded and unhealthy apartments. They helped 
residents ‘find a truly human way of living in an inhuman place.’& While the redevelopment of 
the neighbourhood dramatically cleaned up the area, it also fragmented an existing community. 
The new agglomerations engender insularity. With many essential services located on these 
campuses, residents tend not to leave — further reinforcing their isolation — or to reject the 
services and shops in the area out of nostalgia for the locally owned businesses that formerly 
characterized the neighbourhood, and patronize something reminiscent of these outside their 
new community. Any venture to the outside world entails a long wait for an elevator, 
followed by an often-circuitous route down to the sidewalk. Children thus play on the concrete 
esplanades rather than in green parks, and residents walk their dogs across concrete 
esplanades instead of local sidewalks. The closing of the centres of social life in a marginal 


region such as Ilot 4 assumes a new importance in light of the staggering mortality rate in the 
neighbourhood: this segment of the thirteenth was among the worst affected during the heat 
wave. Considering that social isolation was a critical factor that exacerbated mortality risk 
during the heat wave — isolation inspired by age, mental illness, disability, or addiction — an 
urban organization that reinforces isolation merits close scrutiny as a risk factor in its own 
right. 

There has been a great deal of scholarship on the tandem issues of insecurity and urban form 
in the Paris banlieue. But it is critical to recognize that these kinds of complexes inflicted an 
identical urbanism on some of Paris’s most marginal neighbourhoods — especially near the 
Place d’Italie, the Front de Seine or ‘Beaugrenelle’ in the fifteenth, the Rue de Flandre in the 
nineteenth and the Rue de Belleville in the twentieth. Habitations a loyer modéré, or HLMs — 
the self-contained cités of the banlieue that some have blamed for the riots of fall 2005 as well 
as other forms of urban insecurity“ — have also overtaken these neighbourhoods in Paris intra- 
muros. They constitute a sort of banlieue in the city, complete with new forms of mobility and 
sociability that are more characteristic of the peri-urban region than of life in the centre city. 
They fractured pedestrian life, for example, and prompted a retreat from public life into the 


insularity — or isolation — of the home.2 


In addition to the everyday insecurities that these complexes impose on their communities, 
many of these structures place their residents at particularly high risk during heat waves. Few 
of them are effectively ventilated, for example, and their windows only open a few inches — a 
design intended to prevent suicides. The reduced water pressure experienced during heat 
waves is particularly acute on higher floors of these structures. One resident on the seventeenth 
floor of a high-rise on the Place d’Italie, who had just brought a newborn home from the 
hospital when the heat wave struck, described the intensity of the heat as literally dizzying — 
she found herself walking into walls in delirium. She also told me that filling her tub took more 
than an hour due to the low water pressure, and that by the time the water was deep enough to 
cool herself and her baby, it had warmed beyond effectiveness.“ Power outages in these 
buildings render their elevators useless, trapping residents in place, while those who do get 
out are forced to walk across elevated esplanades in the blazing sunlight rather than shaded 
sidewalks. It is unsurprising that one of the highest concentrations of heat wave mortality 
appears in the fifteenth arrondissement bordering the Seine, a district that consists of an 
agglomeration of such buildings, while the more traditionally designed neighbourhood of 
Auteuil directly across the river in the sixteenth experienced among the lowest death rates 
during the crisis. To be sure, major differences in the socioeconomic level of these 
communities compounds their architectural organization, but community layout surely 
contributes to the vulnerability of the one and the resilience of the other. 


Conclusions 


The heat wave of 2003 has been framed chiefly as a natural disaster. The term itself is largely 


meaningless: natural phenomena only become ‘disasters’ through their effects on human life 
and society2 Moreover, the social ecologies that natural disasters expose through their 
destructive force invariably reveal the important element played by human agency in the 
shaping of these impacts. This is especially the case with France’s deadly heat wave. The heat 
itself is — arguably — an essential ‘natural’ element in the disaster. Yet the disparities of 
mortality left in the heat wave’s wake point to the critical role of patterns of modern urban 
sociability in this intersection of nature and culture. 


This chapter admittedly raises far more questions than it answers. Although it deals with the 
contemporary, the social nature of the problems it outlines suggests a need for a historical 
perspective on the present. Charles Rosenberg argued in his classic work on cholera that 
epidemics operate as a social ‘sampling technique.’“ By virtue of their extremity, they draw 
attention to the violence of everyday life that remains concealed by a veneer of civility in 
conditions of relative normality.“ Historians have a role to play in analysing the origins of 
such conditions and how they framed the social ecology of disaster in the summer of 2003. A 
critical history of aging in France that accounts for the marginalization of the elderly to a zone 
of social abandonment is a necessary first step toward an understanding of the heat wave and 
toward the production of a social history of risk, as is a close examination of the ways in 
which particular urban forms have exacerbated vulnerability through their effects on 
sociability. Through its intersections of nature and culture, France during the heat wave 
presented a disease ecology as particular as a malaria environment, and one whose 
circumstances merit the same scrutiny at the human and social level as at a more formally 
medical one. 
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DISABILITY AND PROSTHETICS IN 
EFIGHTEENTH- AND EARLY NINE TEENTH- 
CENTURY ENGLAND 


David M. Turner 


On 5 May 1749, the press announced the arrival in London of ‘the famous Sieur Rocquet’, a 
Parisian surgeon, who offered a variety of medical services to the wealthy. According to an 
account published in the Scots Magazine, he charged 11. 1s for ‘cutting off a thigh (leg 
included)’, or 10s 6d for removing a leg below the knee. To remove an arm close to the 
shoulder (including wrist, hand, fingers and thumb) would cost another 11. 1s, while a single 
hand, foot, thumb, toe or finger could be removed for 5 shillings. To the dismembered, Rocquet 
sold ‘wholesale or retale [sic] all sorts of legs, arms, eyes, noses, or teeth, made in the 


genteelest manner’, as worn by ‘persons of rank in France’. 


Fifty years later, the wearing of prosthetic limbs seemed to have become ubiquitous. In an 
account published in 1799, the French traveller Jacques-Henri Meister remarked that ‘I have 
no where seen more wooden legs, or persons who have lost an arm’ than on the streets of 
London. Here there were more prostheses-wearing amputees than any of the ‘great cities’ of 
Europe. The proliferation of amputees may be assumed to have been the consequence of 
Britain’s prolonged involvement in overseas warfare, first in America and most recently in 
Europe, but intriguingly among those prosthesis-wearing ‘cripples’ that drew Meister’s eye on 
the streets of Georgian London were ‘many females’. Truly this was, in the opinion of 
Meister’s translator, an age of ‘extraordinary lopping of limbs, and flourishing state of the 
manufacture of wooden legs’ .* 


A prosthesis is an external appliance used either to restore the body’s function or 
appearance. While the word ‘prosthesis’ had entered the English language in the mid-sixteenth 
century, it was not until the eighteenth century that it acquired its more modern meaning of 
replacing a missing part of the body with an artificial one.2 Design and innovation in prosthetic 
and assistive devices has been seen as part of the advance of ‘technological medicine’ which, 
according to Stanley Reiser, has transformed approaches to the diseased body since the 
nineteenth century, marking advances in rehabilitative medicine that stand alongside 
transformations in diagnostic tools, from the stethoscope to fMRI scanners.4 The use and 
manufacturing of prostheses has expanded significantly in Britain and the United States since 
the mid-nineteenth century. Between 1846 and 1873, Stephen Mihm has shown, Americans 


submitted some 167 patents for prosthetic devices.2 An international trade in industrially 
manufactured artificial limbs expanded significantly in the aftermath of the American Civil 
War.® On both sides of the Atlantic, a variety of prosthetic devices, including artificial eyes, 
eardrums and limbs, were increasingly advertised to the public in ways that emphasised their 
value in restoring function and the appearance of normality.2 Catering in particular to injured 
servicemen and victims of industrial accidents, the history of modern prosthetics reflects a 
number of important themes in the history of disability, product design and medicine, ranging 
from the growing role of the state and other agencies in providing support for the injured 
(particularly in the aftermath of the First World War) to the relationship between commercial 
and medical interests in designing products for the maimed or diseased.® In the twentieth 
century, prostheses and technology transformed the experiences of patients suffering from 
various acute and chronic illnesses. In addition to the increasing availability of artificial limbs 
and hearing aids, the development of total hip replacement between the wars improved the 


experiences of arthritis patients, enabling them to live longer and more active lives.2 


However, while the use of medical technology is often seen as a feature of modernity, 
Meister’s observations from the late eighteenth century remind us that the use of prosthetics is 
nothing new. Prosthetic devices to assist the maimed can be traced back to ancient times and by 
the sixteenth century Parisian manufacturers had invented a wide variety of products including 
false teeth, eyes ‘counterfeited and enameled’ in such a way as to retain the ‘brightness or 
gemmy decency of the natural Eye’, and even an ‘artificial yard’ for men who had lost their 
penises to injury or venereal disease.42 By the late eighteenth century, inventors were 
developing increasingly sophisticated ‘technologies of the body’, from rupture trusses to 
postural devices, which used new material such as cast steel and innovations in springs and 
gears to increase functionality. The late eighteenth and early nineteenth century was a critical 
period in the development of modern prostheses, yet is often overlooked by historians who 
have focused instead on the rapid developments taking place later in the nineteenth century and 
beyond. During this period, prosthetics were becoming increasingly commercialised, but 
manufacturers retained the ‘craft’ status that had long characterised makers of medical 
technologies.!* Prostheses were visible evidence of the increasing power of technology to 
restore the broken bodies of the diseased and maimed, but also carried a range of cultural 
meanings that reflected on the status and gender identity of the wearer. This chapter examines 
the ways in which prostheses were used to treat a variety of diseases and injuries and analyses 
the ways in which representations of prosthesis-wearing amputees shaped cultural responses to 
disability. 


This work raises bigger questions about the relationship between histories of disability and 
histories of disease, and about the place of amputees in these histories. Modern disability 
scholars and activists have often sought to distance experiences of people with disabilities 
from patients suffering from ill-health, arguing that people with impairments are disabled not 
by physical restrictions on their capabilities but by the ways in which built environments and 
political systems are geared towards able-bodied norms./? Consequently, as Beth Linker has 
argued, in order to avoid viewing people with impairments as medicalised ‘patients’, scholars 


of disability have tended to avoid examining the experiences of the ‘unhealthy disabled’ — the 
long-term sick and ill — and paid more attention to people with sensory impairments, such as 
the deaf and blind, or to amputees as the ‘predictably impaired’ — people who do not need 
recurrent medical attention. In this way, the history of disability (focused on the barriers to 
citizenship facing people with disabilities in the past) has distanced itself from the history of 
medicine (concentrating on the history of diseases and the progress of medical intervention).4 
Nevertheless, although they may be conceptually different categories, ‘disease’ and ‘disability’ 
overlap in various ways. Many diseases can cause permanent impairments or physical 
deformities, whereas people with severe mobility impairments may be vulnerable to infectious 
diseases, particularly in the lungs and bladder. 


In the eighteenth century, doctors assumed that the ‘deformed’ body was necessarily an 
unhealthy one. As the physician William Buchan wrote in his popular Domestic Medicine 
(1769), a ‘deformed body is not just disagreeable to the eye, but by a bad figure both the 
animal and the vital functions must be impeded, and, of course, health impaired’ 1° In this 
period amputation and prosthetics were viewed in a social, cultural and medical context in 
which bodily abnormality was subsumed into the broad category of ‘disease’. For instance, the 
Royal Infirmary in Edinburgh, which published annual figures of patients treated for various 
conditions in the mid-eighteenth century, listed ‘amputations’ as part of the ‘diseases’ with 
which patients were ‘afflicted’, making no distinction between operations carried out in cases 
of trauma and those performed on the diseased.’ Eighteenth-century hospitals more generally 
saw their role as tending to the ‘sick and lame’, not differentiating aia patients suffering 
from disease and those incapacitated through physical deformity.12 This chapter begins by 
examining the causes and context of amputation. It goes on to explore developments in 
prosthetic technology as a response to sickness and injury. Finally, it discusses the variety of 
cultural meanings associated with prosthetics in the past. The result is a case study that speaks 
to wider questions about how we view disease, disability and their representations in the past. 


Amputation and its discontents 


The most common prostheses — those intended to supply the loss of limb, either through 
congenital defect or anyone 2 In the past, as today, the most common use of amputation 
applied to the lower limbs.72 In = eighteenth century, amputations were used in response to a 
series of medical circumstances.*! The Prussian army surgeon Johann Ulrich Bilguer in his 
1764 treatise on amputation described six common causes where dismemberment was 
‘universally thought necessary’, including: mortification reaching the bone; ‘a limb so hurt, that 
a mortification is highly probable’; trauma such as ‘violent contusion of the flesh which at the 
same time has shattered the bone’; amputation as a preventative measure to oe life- 
threatening haemorrhage; ‘incurable caries [rottenness] of the bones’; and cancer.22 In some 
cases, amputation was carried out in response to a progressive worsening of health whose 
exact causes were difficult to pinpoint. For instance, the Derby Mercury reported in 1727 the 
case of a 69-year-old man for whom amputation was proposed after mortification spread down 


his right leg. The mortification was ‘occason’d by an ill State of Health he had labour’d under 
for a considerable Time, which at last fix’d itself in the Foot, attended with great Pain, 
Swelling and Inflammation’.2? However, most popular accounts of amputation, found among 
the plentiful lists of ‘casualties’ printed in eighteenth-century PY papels described 
amputations that were the consequence of traumatic accidents or injuries.~4 For example, one 
Mr Swain of Lad Lane in the City of London was reported to have undergone an amputation in 
July 1754 after an accident in which he was thrown out of a chaise, breaking one of his legs 
and ‘continues so dangerously ill, that ’tis feared he cannot recover’.22 In 1758, Henry Therond 
of Trinity College, Cambridge, fell from his horse ‘whereby he broke his leg in such a terrible 
Manner that both the Bones forced their way through his boot’ so that the leg ‘was obliged to 
be cut off’. Once again, there were ‘but small Hopes of his Recovery’. 


When the surgeon Percivall Pott described limb amputation in 1779 as ‘an operation terrible 
to bear’ and oe to see’, he expressed a view that was commonplace in an age before 
anaesthetics.2’ Amputation was often described as a ‘melancholy’ procedure; patients were 
said to ‘submit to an amputation’, indicating resignation to their fate.2® Nevertheless, the belief 
that there were certain circumstances where its use was unavoidable made amputation, in 
Pott’s view, 2 act of ‘humanity’, which reflected the rational judgement of medical 
professionals.*2 But in the second half of the eighteenth century the procedure of amputation 
was a matter of keen debate, raising questions not just about the necessity and safety of the 
operation, but also about the authority and competence of surgeons and the extent of their 
power over the patient’s body. Amputation might proceed from a humane wish to save life by 
removing a diseased or shattered irrecoverable part, but it highlighted the role of medical 
intervention in causing disablement, leaving those who survived the procedure in a ‘mutilated 
imperfect state’ .2° ‘Most people are shocked at the mention of any amputation, or at the sight of 
a poor creature who has lost an hand, an arm, a foot or leg, wretchedly crawling along on 
crutches or a wooden leg’, noted Bilguer, ‘and consider the total privation of a limb, as a much 
greater misfortune than when it is preserved, though perhaps unshapely, and uncapable of 
performing several of its primitive functions’ .2! 


One frequent complaint was that amputation, rather than being offered as a drastic final 
attempt to save life, was often proposed too readily without considering other options. In a 
particularly tragic case, a correspondent to the Oxford Journal in 1753 described how on a 
journey to Suffolk he had encountered a girl with ‘two Wooden Legs’. When he asked about the 
“Manner of her becoming lame’ he was told that as a result of a numbing in both her legs, local 
surgeons had recommended amputation ‘for fear of the worst Consequences of a 
Mortification’. However, they had sought a further opinion from a ‘surgeon of great skill in the 
Town’ before they proceeded, who had advised them to wait ‘in Hope of seeing the Limbs take 
a favourable Turn’. Yet the girl’s father, ‘being either delirious or fearful of the Mortification’, 
took action himself, and ‘chopped off both his Daughter’s Legs with a Hatchet’ 2 


In this story, the surgeons were represented as being rational and measured in their 
judgement — in contrast to the father’s terrible impetuosity. However, in many cases the lack of 
skill or heedlessness of surgeons was blamed for untimely dismemberment. Vendors of quack 


remedies were quick to criticise surgeons and offer their own products or services as a more 
effective alternative to amputation. For example, a 1750 advertisement for ‘Jackson’s Tincture’ 
included a testimony from William Ore, a shoemaker of Drury Lane, who suffered a 
mortification in his foot as a result of ‘the bad Management of the Surgeon’ who treated a cut in 
one of his toes, such that doctors deemed him ‘incurable’ and told him he must undergo 
amputation of his leg, but after the application of Jackson’s medicine his foot regained ‘its 
natural Warmth and Colour’.2? The cause of the great number of amputees in London in 1799 
according to Jacques-Henri Meister was not foreign warfare but the ‘number of hospitals 
opened to receive the poor and indigent, maimed by accidental fractures, or lamed through 
disease’, and the practices of ‘surgeons of the first celebrity for operation’ whose ‘deficiency 
of skill’ in tending wounds meant that they found it ‘easier to amputate than to set a fractured 
limb’ 4 


Amputation was therefore the focal point for a broader critique of the role and conduct of 
medical professionals in an age of increasing professionalisation of surgery and expansion of 
hospital provision. By 1800 there were 44 voluntary hospitals for the ‘sick and lame’ in 
England and Wales.22 As Mary Fissell and others have shown, the development of hospital 
medicine — including an expanding educative role of hospitals in spreading surgical expertise — 
increased the authority of doctors in the diagnosis and treatment of sickness, resulting in a 
gradual ‘deskilling’ of patients as interpreters of their own medical conditions.2° Yet for some 
eighteenth-century commentators the growing authority of hospital surgeons manifested itself in 
greater ‘inhumanity’ towards patients. Hospital medicine’s most powerful eighteenth-century 
critic, William Nolan, published An Essay on Humanity: Or a View of Abuses in Hospitals 
with a Plan for Correcting them in 1786 in which he identified several aspects of institutional 
care whose ‘inhumanity is in diametric opposition to the very name and nature of a hospital’. 
Surgeons, he argued, were too often guilty of ‘harsh language and apparently unfeeling 
treatment’, manifested above all in the practice of amputation which was too often 
recommended ‘without any previous consultation, whether a possibility exists of effecting a 
cure’. Indiscriminate amputation, he argued, was an act of ‘cruelty and [in]justice’ that caused 
intolerable pains to the mind and body of the patient.2/ 


pin rae 


AMPUTATION 





j 
oe 





Figure 17.1 Thomas Rowlandson, Amputation (London: S. Fores, 1793). Courtesy of the 
Wellcome Library, London. 


Nolan’s criticisms were fiercely refuted by those who claimed ‘internal knowledge’ of the 
hospital system, and in theory at least most hospitals urged a cautious approach to 
dismemberment, calling for a broad consensus among the surgeons and physicians before the 
operation took place.*2 During the second half of the eighteenth century there was a 
proliferation of new methods and remedies proposed to make the operation less necessary or 
to remove some of the ‘many Inconveniences’ that patients suffered.22 Bilguer’s concerns about 
the safety and necessity of amputation led him to recommend more effective measures to 
prevent dismemberment becoming necessary, for example by applying Peruvian bark (quinine) 
to wounds to prevent mortification from spreading. He prescribed a course of treatment that 
involved making repeated linear incisions down to living tissues in gangrenous limbs, 
followed by at least one daily dressing to encourage the separation of dead tissues. Few 
patients, however, may have wished for such prolonged and painful treatment“? The use of 
agaric of oak to prevent bleeding after amputation was greeted enthusiastically in the press 
after it was proposed by a French country surgeon in 1751. This, it was claimed, offered hope 
of survival and relief for patients by easing them of a ‘great deal of pain’.4! The quality and 
positioning of the amputation was also crucial for the patient’s future prospects of mobility. 
Consequently, some surgeons proposed new methods of amputation that would reduce distress 
to the patient by leaving neat stumps more amenable to the fitting of prosthetics.“ 


However, the belief that surgeons acted out of a callous disregard for the feelings or well- 
being of patients persisted and was reinforced by reports that military surgeons received a 


payment of 5 1. for every limb they removed.“ Critics of amputation supported their arguments 
with examples of cases where lay people had successfully resisted medical advice. Nolan 
cited the case of a patient at London’s St Bartholomew’s hospital who refused to have his 
‘violent[ly] inflamed’ left arm amputated by an eminent surgeon. The patient ‘very rationally’ 
considered that if medicine was prescribed for ‘correcting and purifying the blood, it would 
probably abate the inflammation and on that event’s taking place, external applications might 
operate more effectively’. This being done, the patient was discharged within a month, his arm 
‘perfectly healed’. In Nolan’s view, this was a ‘living monument of the cruelty and injustice of 
having recourse to amputation, unless in cases where the symptoms of mortification made it 
indispensably necessary’. In 1794 the case of a collier who recovered from a compound 
fracture after he had ‘refused to be removed to the county infirmary or submit to an 
amputation’, provided ‘striking proof of the necessity there is for great deliberation in cases 
where amputation may be thought necessary’. Meister’s translator added the example of a 
gentleman ‘well known to many persons in the west end’ of London who survived after 
fracturing his leg and thigh from falling out of a window. Because it was feared that he would 
die if surgeons attempted to amputate his limb he was ‘left to his fate’, but he ‘happily 
recovered’ and ‘with the help of a crutch-stick and a high shoe, is often met taking the exercise 
of walking’.“© Although evidence of resistance is anecdotal, opposition to amputation 
questioned the limits of medical authority over the bodies of the maimed and called for patients 
to be treated with humanity and respect. 


Prosthetics: technological approaches to disease and disability 


For those who survived dismemberment, recovery could be a long and painful process that 
required personal fortitude and sometimes frequent medical intervention. One of the most vivid 
accounts was left by Lieutenant George Spearing whose left leg was taken off by surgeons 
below the knee on 2 May 1770 following an accident in which he had fallen down a disused 
mine shaft outside Glasgow. He described constant bleeding in the days following his 
operation with his principal artery having to be ‘sewn up four different times before the blood 
was stopped’. After that: 


I suffered much for two or three days, not daring to take a wink of sleep; for the moment I shut my eyes, my stump 
(though constantly held by the nerve) would take such convulsive movements, that I really think a stab to the heart could 
not be attended with greater pain. My blood too was become so very poor and thin, that it absolutely drained through the 
wound near a fortnight after my leg was cut off. I lay for 18 days and nights in one position, not daring to move, lest the 
ligature should again give way; but I could endure it no longer, and ventured to turn myself in bed contrary to the advice 
of my surgeon, which I happily effected, and never felt greater pleasure in my life. 


Spearing’s rehabilitation took over nine months, during which he learnt to adapt to the loss of a 
limb and to walk using a prosthetic. 


The challenge of restoring the function and, to an extent, the appearance of lost limbs was 
taken up by a variety of artisans and craftsmen in the early-modern period, including barbers, 
locksmiths, clockmakers and wheelwrights.~ Already by the late sixteenth century in France, 


manufacturers were experimenting with a variety of designs to restore broken bodies. 
Ambroise Paré described the innovations of a smith living in Paris known as Le Petit Lorrain 
who had devised a variety of products ‘not onely profitable for the necessity of the body, but 
also for the decency and comeliness thereof’. These included various devices made from iron, 
including a hand that used cogs and gears to allow the fingers to flex; an arm with a spring- 
jointed elbow; and realistic-looking artificial legs. These sophisticated devices contrasted 
with ‘the form of a Wooden leg made for poor men’, a simple peg leg that attached to the 
amputee’s stump using leather straps.“ French and Swiss craftsmen continued to develop 
increasingly sophisticated designs during the seventeenth and eighteenth centuries, in part 
stimulated by interest in automata.22 Some manufacturers gained an international reputation. 
Mid-eighteenth-century London newspapers marvelled at reports of the inventions of Monsieur 
Laurent, a Flemish ‘Engineer at Bouchain . . . well known for his Talents in Mechanick 
Operation’ who ‘invented an artificial Arm, which imitates all the Motions of a natural one’. In 
1760 it was reported that thanks to his skills, a soldier whose arms had been blown off by a 
cannonball leaving ‘but five Inches remaining of the left one’ was now able to ‘eat and drink, 
take Snuff and write’ with his artificial arm. This ‘ingenious invention’ was presented to the 


King and Queen of France and to L’ Academie des Sciences.2! 


As well as being objects of admiration, innovations in prostheses were the subject of much 
sardonic comment in the eighteenth-century press. Newspapers satirised the sale of life-like 
artificial legs and arms as symbols of foppish affectation, a luxurious accoutrement to the body 
as subject to the whims of fashion as the latest hair or clothing style. A mock advertisement 
published in the Public Advertiser in April 1772 for ‘Jonathan Lightfoot’ proclaimed the 
invention of ‘a cork-leg of so admirable a construction, that it not only answers all the 
Purposes of natural ones, but is free from all their defects’, so that ‘such Gentlemen and 
Ladies . . . as choose to be fitted with handsome limbs, may have their old ones very 
artificially taken off’.°* A satire marking the benefits of the commercial treaty signed with 
France in 1786 announced that consumers would now be able to purchase an array of ‘false 
hips, false rumps . . . false nails, false fingers, false hair, and every other falsity that can 
beautify and adorn the English, so as to make them as amiable and as elegant as the French’. 
However, after the outbreak of war with France in 1793, newspaper advertisements for 
prosthetics remodelled artificial limbs as symbols of patriotic valour, providing support and 
‘comfort’ to those who had sacrificed their limbs in battle. Advertisements for the ‘patent 
artificial leg’ sold by the surgeon Thomas Ranby Reid, variously presented it as a 
‘DISCOVERY very interesting to MUTILATED PERSONS’, as providing ‘CONSOLATION 
TO OUR BRAVE, BUT UNFORTUNATE DEFENDERS’, or simply as being dedicated ‘To 
the ARMY and NAVY’ .4 


In contrast to the functional peg leg, advertisers marketed products that boasted 
technological sophistication and superior materials so as to ease the comfort of wearers by 
being both ‘light’ and ‘durable’, and emphasised the ‘utility’ of their products in ‘reliev[ing] 
the afflictions of human nature’.22 Most striking of all was the ‘cork leg’ crafted by James Potts 


of Chelsea for the Marquis of Anglesey, which was remarkable for its lifelike qualities. It was, 


according to an account published in 1815, ‘exactly the shape of the natural leg, and so 
ingeniously contrived with elastic strings and joints, as to play at the ankle and knee with the 
same facility, and accommodate itself to every movement in sitting down and walking’. 
While Anglesey’s leg would eventually provide a model for mass-produced prosthetics in the 
expanding Anglo-American limb industry of the mid-Victorian period, the accent of English 
newspaper advertisements for prosthetic limbs around the turn of the eighteenth into the 
nineteenth century was on the individuality of the wearer.2’ Advertisements contained 
testimonies from satisfied customers, sought to foster personal relationships with clients 
through offering personal interviews and consultations, and responded to potential concerns 
about the comfort or appearance of their products.22 Prostheses were more than medical 
appliances designed to replace missing parts. They were advertised in ways that spoke to the 
polite aspirations of wearers, rewarding them for their taste and trust in the efficacy of certain 
designs and claiming that products would not just restore function, but would also enhance the 
appearance of the body — ‘as well an object of admiration as the means of an inestimable 


blessing’ as Ranby Reid’s 1794 advertisement put it.22 
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Figure 17.2 A Broken Leg, or the Carpenter the Best Surgeon (London: Laurie and Whittle, 
1800). Courtesy of the Wellcome Library, London. 


No matter how much advertisers emphasised the ‘ease’ and ‘convenience’ of their products, 
amputees faced a complicated and sometimes lengthy process of adaptation in which they came 
to terms with their prostheses. Accidents involving wearers of wooden legs were documented 
in newspapers and coroners’ reports, testifying to the manifold dangers faced by amputees in 
Georgian England. In June 1731, a ‘poor man with one leg, that used to go on Errands at the 
Earl of Pomfret’s House in Hannover Square, coming down stairs, his wooden leg slipt, so that 
he fell from the top to the Bottom, and bruised himself in so violent manner that it thought he 


cannot live’.2 Amputees in the past (as today) required greater energy to walk than non- 
amputees. Artificial limbs slowed down the wearer, making them vulnerable to traffic 
accidents and easy prey for robbers. In July 1765, the Public Advertiser reported that a ‘poor 
Man’ had been knocked over by a chariot in Great George Street, Westminster, an accident 
caused by ‘his having a wooden leg, which prevented his getting out of the way’. In 
September that year, a master stay-maker who ‘wears a wooden leg’ was set upon by two 
footpads who robbed him of his watch, half a guinea and some silver as he travelled home at 
night, and to prevent pursuit took away his prosthetic limb which was found the following 
morning thrown into a ditch.®2 The urban environment was ill-adapted to those with mobility 
impairments. Meister noted that London’s streets contained many ‘small pitfalls’ to trap the 
unwary pedestrian.’ Artificial legs of all kinds were liable to break, sometimes with tragic 
consequences for wearers. In September 1766, newspapers reported that ‘a poor Boy, with a 
wooden leg, lately discharged from an Hospital’ fell down in Fleet Street after his wooden leg 
broke, ‘and shattered his Thigh in a terrible Manner, so that he was carried again to the same 
Charity’. 


Indeed, for all its professed ‘natural’ appearance and superior movement, some amputees 
rejected the more realistic-looking ‘cork’ leg for being uncomfortable and liable to breakage. 
Major Thomas Austin, who lost his leg fighting in the Low Countries in 1810, recalled that in 
spite of ‘employing at great expense one of those London manufacturers of mechanical 
contrivances’, the ‘common wooden’ leg worked best. Although a ‘cork’ leg enabled him to 
walk ‘exceedingly well in a room, or on smooth ground’, it was unsuited to rougher terrain, 
which caused the springs to give way. In some cases, amputees went further by inventing 
their own devices, drawing on their personal experiences of daily accommodations and 
adaptations of everyday objects that were needed to get by. The most fascinating example is the 
series of inventions documented by Captain George Webb Derenzy in Enchiridion: Or, a Hand 
for the One Handed (1822). Derenzy lost his right arm at the battle of Vitoria (1813), and 
aimed his inventions at his fellow veterans. They included devices to aid washing and shaving, 
inventions to aid dressing such as boot hooks to allow a ‘one-handed person to draw on his 
boots with more expedition than any attendant could do it for him’, and inventions to help 
eating and to enable activities such as writing and holding playing cards. The articles were 
manufactured to his specifications by J. Millikin, Surgical Instrument Maker in the Strand. The 
values underlying his designs, he stated, were ‘Cleanliness, Economy, and above all, 
INDEPENDENCE?’ and they were intended to allow a maimed person to dispense with the 
assistance of a servant or a friend ‘to supply to him those minute arrangements of neatness and 
economy, which the modes and refinement of social life render indispensable to personal 
comfort and appearance’.®’ For Derenzy, assistive technology was a tool for maintaining 
manliness and authority — being able to wash, dress and eat independently were not just 
practical necessities, they were also crucial to avoiding infantile dependency on others and for 
ensuring that the amputee was not excluded from social life. Devices such as a one-handed 
penknife and holder to enable a pen nib to be sharpened ensured that the impaired man was 
able to take control over his household and business affairs. Practical products such as these, 
as much as elaborate artificial limbs, were important in enabling the impaired to avoid full 


disability. Whereas most people, Derenzy argued, took their hands for granted, once a hand is 
lost an individual is ‘made sensible, in a thousand painful instances of daily and inevitable 


occurrence of the full use he had for two’. 


Representations of amputees and artificial limbs 


Beyond the advertisements of specialist manufacturers, prosthetic limbs had a wider cultural 
visibility in eighteenth- and early-nineteenth-century England. Prostheses, particularly wooden 
legs, were freighted with cultural meaning. Simon Dickie has argued that in eighteenth-century 
culture the man with a wooden leg was ‘almost a master trope for testing the possibilities and 
limitations of sympathy’.®? Many accounts presented wooden legs as symbols of poverty. 
Wooden legs were, as a newspaper pointed out in 1765, ‘badges of begging’. According to 
an account published in 1766, ‘[t]he wooden leg proclaims that the man has had a real loss, 
and pleads in his favour’, a symbol of want powerful enough even to ‘draw a halfpenny out of 
the pocket of a miser’, who might normally think that ‘a beggar wants nothing but a 
whipping’. Part of the sympathetic appeal of the wooden leg lay in its association with heroic 
sacrifice on the battlefield. ‘An old, tattered, military coat, and a wooden leg, always soften 
my heart to pity, and dispose me to acts of benevolence’, wrote the narrator of a story, ‘The 
Old Soldier’, published in the Lady’s Monthly Museum in 1799.4 Time and again in 
eighteenth-century stories, characters with prostheses were asked by others to ‘give the 
history’ of their wooden legs, so that audiences could indulge their compassion and 
patriotism. Yet the capacity for such stories to be faked, or for healthy limbs to be trussed up 
in order to present a more pitiable spectacle of suffering, acted as a persistent source of doubt 
and a barrier to full sympathy. A typical example of deception was that reported in the 
Morning Herald and Daily Advertiser in December 1784, which described an intoxicated 
beggar ‘who had apparently lost a leg and an arm’, getting into a quarrel with a man in 
America Square in London’s parish of Crutched Friars. One bystander ‘suspecting, from some 
circumstances, that the fellow was a cheat, kicked away his wooden leg, which was 
immediately replaced by a sound one, which had been concealed under the skirts of his 
clothes’. The beggar then ‘stripped off his coat and waistcoat, produced another arm as sound 


as his new-found leg, and offered to box any of the spectators’ .4 


Amputees were not necessarily regarded as passive figures, automatically rendered 
dependent or ‘disabled’ by their impairments. Read’s Weekly Journal reported from Dublin 
that ‘one Maxwell, a Cripple with two wooden legs’, was to be whipped through the city in 
January 1735 ‘for assaulting a Coachman and beating him in a severe manner’. Encountering a 
one-legged stranger might elicit feelings of fear as much as compassion or admiration. As a 
group of tradesmen were crossing the fields in Islington one Monday evening in August 1765, 
they were 


stopp’d by a fellow with a wooden leg; who swore as he knew them to be tailors, he would have the clipping of their 
pockets, or out with their body linings; which struck them with so great a panic, that though there were five in company, 
not any of them had the power to secure the fellow. 


They ran away. A witness to the 1816 Parliamentary Select Committee on the State of 
Mendicity in London described one beggar, a soldier with one leg, as a more ‘violent and 
desperate character’ than any in the metropolis, recently tried at the Westminster Sessions for 
‘assaults on the servants at houses where he has applied’ for food or money. 


Overwhelmingly, representations of prosthesis-wearing amputees focused attention on the 
effects of disease or impairment on the male body. Amputation posed important questions for 
masculine identity. Dismemberment shattered bodily integrity, while the convulsive, 
involuntary motion of stumps threatened an ideal of masculinity based on self-control.“ The 
nervous sensitivity of stumps was a source of vulnerability in a period where delicacy of 
nerves was increasingly seen as a characteristic of female bodies. If disease or trauma 
threatened loss of control or emasculation, the artificial limb offered the hope of regaining it, 
concealing what was soft, sensitive and wounded, with something hard and honorific.“ 


In the patriotic atmosphere of the late eighteenth and early nineteenth centuries, prosthetic 
legs became symbolic of a British manliness that had been tested on the international stage. In 
an essay published in 1780 extolling the ‘noble and truly generous character’ of the British 
sailor, it was proudly noted that ‘to a British tar’ there was ‘no reward like a wooden leg, and 
no retreat so honourable as Greenwich Hospital’, the institution for treating injured naval 
veterans founded in 1692.82 Similarly, an account of the wooden-legged naval heroes, 
Admirals Bowyer and Parsley, published in 1794, noted that a wooden leg was 


a truer and more noble mark of honour, than any which it can be in the power of King and Parliament to bestow — The 
Testimony of vigorous and successful exertions in the service of their country; and of the danger from which they have 


rescued her by their bravery and intrepidity.2! 


Such stories were highly idealized and deflected attention from the poverty faced by many 
wounded veterans — even those in receipt of pensions — and the threat of disorder posed by 
demobilised ex-servicemen.2* Nevertheless, stories of the heroic exploits of the dismembered 
were popular during the Napoleonic wars. Alongside famous examples such as Admiral 
Nelson were men like Colonel Calkin, who lost his leg at the Battle of Albuera in 1811. 
Despite languishing for some time, he drew upon the ‘reserves of a mind never to be subdued’ 
and ‘gave an instance of heroism never paralleled’ by returning to his brigade ‘in this mutilated 
state’ and was ‘as active as any man in the peninsula with a cork leg and thigh’. 

Yet while the wooden-legged male amputee might possess a kind of heroism or romantic 
appeal, female amputees were regarded very differently. Lacking the honorific associations of 
prosthesis-wearing soldiers and sailors, amputation in women was anomalous and on the few 
occasions where it was discussed, usually invited moral judgement. Prosthetics were often 
associated with female duplicity. Since artificial legs would have been hidden beneath skirts 
(in contrast to male prosthetics which were often in plain view), and therefore only 
discoverable on the wedding night, the revelation of a woman’s prosthesis served as a 
metaphor for other kinds of artifice and matrimonial disappointment. A story printed in the 
British Apollo periodical in 1710 described how one man had been shocked to discover that 


his bride had a wooden leg, a glass eye, false teeth and ‘stunk like a pole cat’ when they 
undressed on their wedding night — revelations that presaged further disappointment when he 
found himself deceived in expectation of her reputed £20,000 fortune.® In a preliminary sketch 
for A Harlot’s Progress, William Hogarth drew the bawd who inveigles the innocent Moll 
Hackabout into a life of prostitution as having a wooden leg — a feature that perhaps stood for 
the squalor of the life Moll was drawn into and the deception that got her there (Moll falsely 
believing that the bawd would provide her with work and refuge in a reputable 
establishment).°° 


While wooden legs in general were often seen as fit objects for derisive laughter in 
eighteenth-century humorous literature, wooden-legged women were the butts of particularly 
cruel jokes.2 The only ‘advantage’ of marrying a woman with a wooden leg, consoled the 
friends of the man who discovered his wife’s prosthetic limb on their wedding night, was that 
he could lock up her limb if he suspected her of ‘gadding’ abroad.” Similarly, in 1790 it was 
reported that one Mr W— of Cumberland was ‘married to a beautiful woman, that has but one 
leg’, but had turned his ‘misfortune to his advantage’, by locking up the prosthesis whenever he 
went from home ‘to prevent his Lady from rambling’ — a scheme that was reported to have 
caught the attention of the Marquis de Sade who had declared that ‘a general system of 
amputation among the fair sex would be no bad thing’.8? Prosthetics symbolised a woman’s not 
being ‘whole’ or ‘intact’ and were indicative of loss of honour and chastity. Representations of 
prosthetics indicate the powerfully gendered meanings of disease and disability in eighteenth- 
and early nineteenth-century England. 


Conclusion 


Physical disability took many different forms in eighteenth-century England, but arguably its 
most conspicuous manifestation was the wooden-legged amputee. Limb loss might proceed 
from various medical conditions in this period, from congenital defects to debilitating and life- 
threatening illnesses such as cancer, but unlike modern Britain and North America where 
disease causes (particularly vascular disease) predominate, most attention was paid to injury 
as a cause of dismemberment.22 The focus on trauma in part reflected past surgical practices 
that found it easier to amputate rather than try to set compound fractures and the dangers of 
gangrenous infection from wounds in a period that lacked asepsis and modern standards of 
clinical hygiene. But the emphasis on trauma was also the product of cultural factors ranging 
from a taste for sensational reporting of ‘casualties’ in the period’s newspapers, to a 
widespread interest in the military or naval amputee who, against the backdrop of eighteenth- 
century warfare, became a symbol of sentiment or patriotic pride. 


The proliferation of new designs for artificial limbs, heralded in the press and in the 
advertisements of manufacturers, marked the late eighteenth and early nineteenth centuries as a 
period of fertile invention with regard to prosthetics. Alongside the cheaply fashioned peg legs 
doled out by hospitals or the Poor Law to amputees were new bespoke artificial limbs that 


were marketed not simply as medical appliances to restore lost function, but also as objects of 
‘admiration’, indicative of consumers’ taste and polite aspirations. Although all were 
developed as technological responses to a medical need, prostheses were not simply ‘medical’ 
devices and their users not simply medicalised ‘patients’. At the high end of the market, as the 
advertising of products ‘made in the genteelest manner’ indicated, aesthetic considerations 
might be just as, or even more, important as assistive functionality in the marketing of products. 
At the dawn of the nineteenth century, prosthetics were becoming increasingly commercialised, 
although their manufacture remained dominated by particular artisans and innovators. But 
while suppliers boasted that their products would meet the consumer’s needs in terms of both 
functionality and appearance, in practice individuals weighed up the value of particular 
products in terms of comfort and practicality, with simpler designs sometimes proving more 
popular than more fashionable and realistic-looking ‘cork legs’. Users of prosthetics or 
assistive technologies were not passive recipients of ‘medical’ aid, but rather played an 
important role in evaluating products, modifying them and designing their own. George Webb 
Derenzy’s invention of devices to give ‘independence’ to the mutilated based on his own 
experiences shows further the importance of regaining self-reliance for users over the aesthetic 
qualities of the ‘life-like’ prostheses that drew admiration in the press. 


Prostheses were culturally symbolic as well as medically purposeful. Despite the 
difficulties faced by many who survived amputation, wearers of wooden legs were represented 
as enjoying a particular status among the impaired population of Georgian England. For those 
who conformed to a positive cultural stereotype of the patriotic, stoic war-wounded, the 
wooden leg was cast as a symbol of honourable sacrifice and certain virtuous qualities of 
character. Although amputation was potentially emasculating, artificial limbs presented a way 
of regaining control, and for some war heroes the wooden leg symbolised manly heroism. Yet 
cultural representations of prostheses indicate the ways in which technological responses to 
disease or injury were distinctly gendered. Despite there being ‘many females’ among the 
amputee population, in the misogynist popular culture of eighteenth-century England, the 
‘artifice’ of the artificial limb came to stand for women’s duplicity in general. By addressing 
their products to a masculine, war-wounded clientele, suppliers of artificial limbs who 
advertised in the late-eighteenth- and early-nineteenth-century press implicitly excluded 
women from the advances in prosthetic technology that they proudly proclaimed. 


This case study of prosthetics in eighteenth- and nineteenth-century England raises a broader 
set of issues about the relationship between histories of disability and medicine, and about the 
relationship between ‘disability’ and ‘disease’ in the past. Although in recent years there has 
been a tendency for histories of disability and medicine to develop separately and with 
different agendas, the history of amputation and prostheses provides a means for reconciling 
them. The characterisation of amputees as the ‘predictably impaired’, as Linker puts it, whose 
experiences contrast with the ‘unhealthy disabled’ — those who suffer from debilitating medical 
symptoms and require more frequent medical intervention — is arguably more accurate for the 
modern era than it is for Britain in the eighteenth and early nineteenth centuries.2! Accounts of 
prosthesis-wearing amputees in earlier periods emphasise the unpredictability of the 
dismembered body — its nervous sensitivity and awkward movement. Limb loss was often 


fatal, and survivors faced long periods of chronic pain and incapacity. 


While historians of surgery have documented advances in amputation methods and prosthetic 
technology as evidence of scientific progress in the treatment of potentially life-threatening 
conditions and the restoration of ability to the ‘victims’ of limb loss, taking a disability 
approach ‘transforms traditional disease histories by expanding them to include actors outside 
the clinic and larger political issues’.22 Amputation in this period was the focal point of an 
early politics of disability in which the authority of practitioners was brought into conflict with 
the views and experiences of patients. The debate about whether amputation could be avoided 
by early and targeted intervention extended beyond medical circles to the popular press, where 
amputation became the target for criticisms of the arrogance of the surgical profession and the 
placing of expediency or even profit over the welfare of patients. Amputation, and the 
replacement of living tissue with artificial parts, represented the power of surgeons over the 
bodies of patients and, however humane the motives or necessary the operation, highlighted 
how medical intervention to treat disease or injury might lead to life-long functional 
incapacities. 


However, the status of amputees as ‘disabled’ was not straightforward. As devices to 
restore physical ability or appearance by compensating for bodily loss, prostheses 
acknowledged both the wearer’s impairment or physical difference and their quest for 
functional normality. Amputees were represented as both vulnerable and powerful. While 
amputee beggars might claim a ‘disabled’ state in order to press their case for support, 
accounts of the dismembered poor also presented amputees as intimidating figures, striking 
terror into citizens. Although medical texts often treated illness, mortification and trauma 
equally and neutrally, subsuming them into the broad category of ‘disease’, in popular culture 
the different causes of limb loss mattered greatly, with battlefield injury conveying a sense of 
heroic sacrifice that those who lost limbs as a result of progressive illness, ulceration or the 
diseases of old age were unable to claim. It is important, therefore, for historians of medicine 
to document not just the causes of surgical procedures such as amputation, but the different 
cultural meanings that attached to them and how these produced hierarchies of status among 
patients. Disability history, in drawing attention to the historical contingency of meanings of 
impairment, offers important ways forward in this regard. 


The social and cultural visibility of amputees in late-eighteenth- and early-nineteenth- 
century England contributed to the fixing of the wooden leg as an archetypal symbol of 
impairment. It is impossible to count the number of amputees in this period, but the fact that 
commentators often drew attention to their social visibility in public spaces such as the streets 
of London shows the importance of display in creating clinical or social ‘types’. Donning an 
artificial limb involved the wearer in a form of performance of impairment in which the 
feelings of others were engaged, whether in inviting sympathy, derision or patriotic passions. 
These performances were distinctly gendered. While dismemberment might be the fate of 
anybody, the relative invisibility of female amputees has implications for gender histories of 
health and disease. Observing and explaining the cultural absence of certain patient groups 
reveals the priorities of practitioners and the general public in documenting medical 


circumstances and investing them with wider cultural meanings. 
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18 
DISEASE, REHABILITATION AND PAIN 





Julie Anderson 


In 1955, The Lancet reported on the case of a ‘chronic’ female patient who had been 
hospitalised for 20 years. During that time, the patient had been moved to several different 
hospitals until she arrived at the West Middlesex Hospital, where she was given 30 weeks of 
rehabilitative treatment, and from there sent to a welfare home.! The article notes the ‘scanty 
records’ that accompanied the patient, and criticised ‘the negative therapeutic approach that 
cost the patient 20 years of freedom.’* The patient’s hospital record did not outline her history 
or treatment regime, and did not offer her a way to articulate her experience, although she was 
interviewed during her 30 weeks of rehabilitation. For historians, details of the therapeutic 
experience provide vital information about patients, including their length of stay, the types of 
treatment they received, and their responses to it. Gerald Kutcher argues that the case study 
provides ‘a counter story to the grand narratives of medical researchers and has much to tell us 
about the anecdotal character of clinical trials, the suffering and courage of patients as well as 
ethical behaviour’.2 For many patients, their painful and alienating or positive and life- 
changing experiences of rehabilitation were articulated through the medical practitioner. 


For this patient, her experience was evidence of the efficacy of rehabilitation. By 1955, 
when this patient was treated, rehabilitation was a well-developed system that sought to return 
patients to the fullest degree of health possible, given an individual’s residual disability or 
underlying chronic condition. Owing to the rising costs of institutionalisation and partly 
because rehabilitation had been more fully developed as a medical speciality during the 
Second World War, patients who had previously been hospitalised were exposed to a range of 
physical and mental therapies, which meant that they could be released from hospitals, often 
into less costly institutions or back home. Special technologies and spaces were established 
for rehabilitation, including specific facilities in general hospitals as well as specialist 
hospitals. Rehabilitation methods were adopted by a number of branches of medical practice, 
treating those with a range of diseases, from cancer to tuberculosis. Its early association with 
physical medicine, physiotherapy and movement imbued rehabilitation with meanings and 
experiences. The uniqueness of rehabilitation was its physical and emotional processes, during 
which patients regained the use of their body or restoration of their minds following a range of 
treatment regimes. As the twentieth century progressed, rehabilitation became fundamental to a 
successful outcome, a means of completing other types of medical treatment, including surgery, 
radiation therapy and drug regimes. 


This chapter focuses on pain and rehabilitation in disease. Rehabilitation was first used in a 


medical context in 1888, relating to children who had suffered from conditions due to parental 
neglect. The term was also used to describe the process that criminals underwent in efforts to 
reform them. During the Second World War, rehabilitation became an official organisational 
system that treated a range of physical and mental traumas, mainly of service personnel. After 
the Second Word War, rehabilitation adopted a humanitarian perspective and referred to the 
process of settling children in different parts of war-torn Europe. 


Concomitant with changed definitions of disease, a broad range of therapies became 
rehabilitative. Patients were rehabilitated from deviant types of behaviour, such as criminality 
or addiction to drugs and alcohol. Indeed, the term rehabilitation in English referred less to 
physical training and social intervention, and more to the treatment of drug addiction or 
criminality. For those with addiction, rehabilitation was carried out in a number of institutional 
settings, both public and private. Dedicated centres for rehabilitation from addiction were 
established in Britain, Europe and the United States. Rehabilitation was also subsumed into the 
medical mainstream, and became part of therapeutic regimes for diseases such as tuberculosis, 
polio and cancer. Within general medicine, rehabilitation referred to the process of taking 
people from illness to a condition of fullest function, although in some cases the outcome of 
rehabilitation was the creation of a chronic condition. Thus, regimes of rehabilitation changed 
significantly as a consequence of changed conceptions of disease, the range of patients, and its 
success as a therapeutic tool. 


During the twentieth century, more diseases such as polio and tuberculosis were prevented 
through the use of vaccination, and increasing numbers of patients survived conditions that had 
previously been death sentences. As treatment regimes increased in complexity, rehabilitation 
at various stages was required for patients to recover fully from conditions such as cancer and 
tuberculosis. The complexity of diseases and treatments in the modern period meant that 
rehabilitation became fundamental to a patient’s recovery. Rehabilitation was employed when 
diseases could not be fully cured, or when they left a lasting impact on the body, which needed 
to be managed. It was both an end-point and a process. Rehabilitation, and the time spent in 
specialist centres, as Seymour has noted, made the patient confront bodily frailty, and 
vulnerability. It instilled discipline in the body and was important in the relief of permanent 
symptoms relating to disease. 


One of the facets unique to rehabilitative treatment throughout the twentieth century was its 
duration. Rehabilitation took weeks, months, or years. Gloria Paris recounted her nine years of 
medical treatment for skeletal tuberculosis in the book A Child of Sanatoriums.® For those 
with bone cancer who had surgery, the process of rehabilitation took a considerable amount of 
time, no matter how many hours were spent in the operating theatre. The often painful 
physiotherapy for those affected with polio could take many months. For cancer patients, after 
surgical procedures, radiotherapy and chemotherapy, rehabilitation added many months of 
treatment. For others, such as those suffering from addiction, rehabilitation was a process 
lasting a lifetime. 


Rehabilitative spaces and technologies 


In order for it to be successful, rehabilitation needed to be intensive and controlled. One of the 
ways that control was placed on patients undergoing rehabilitation for the recovery from the 
effects of disease was to regulate the space where rehabilitative therapy took place. These 
spaces formed a significant part of the patient’s experience. The medical environment was a 
foreign country, and men, women and children forged their way through unfamiliar systems, 
rules and regulations. Recovery from disease moved a patient from their daily life into 
rehabilitation regimes. Rehabilitative spaces were associated with pain, struggle and failure, 
as well as success and recovery. 


Specific spaces provided a locus for rehabilitation. As Dana Arnold has noted in her study 
of London’s hospitals in the long eighteenth century, ‘improvements in medical knowledge 
impacted on the design and layout of hospitals, with distinctive designs to create healthier 
environments for patients and staff’. Throughout the twentieth century, mainly within hospitals, 
different spaces were created internally to accommodate spaces for rehabilitation. As 
hospitals were modernised, and new hospitals built, rehabilitative environments were 
established within them, as the regimes for rehabilitation became associated with standard 
medical practice. Particular spaces, such as gymnasiums, exercise rooms and swimming pools, 
were established in hospitals, thereby cementing the place of rehabilitation in a hospital or 
treatment centre. 


In the late nineteenth and early twentieth centuries, specific spaces were established for 
rehabilitation from particular diseases. According to Helen Bynum, ‘sanatoria and the 
Sanatorium regime created a little world within a world in the first half of the twentieth 
century’.® Established from spaces as diverse as converted hospitals to private individual’s 
homes, sanatoriums were places for rehabilitating individuals and limiting the effects of 
disease. Furthermore, Thomas Dormandy has argued that the English sanatorium was 
‘conceived as preventative rather than curative: it was to admit only early cases, heal them, 
make them fit for employment and keep them off the rates’.2 Built to limit the effects of poverty 
mainly on children in the early twentieth century, the open-air regime of the sanatoriums 
provided a relatively inexpensive rehabilitative regime for significant numbers of patients with 
tuberculosis. 


These spaces for rehabilitation were contested, where battles between patients and medical 
professionals were played out. The embodied experience of rehabilitation and pain was also 
located in these spaces as patients struggled to regain control of their bodies. In these spaces, 
bodies and minds were disciplined and an unruly body or mind, one that required 
rehabilitation, was trained in methods of management. Patients recovering from the effects of 
disease were also pitted against each other, competing to demonstrate to the medical 
professionals and indeed themselves, how well they had progressed in their therapy. Despite a 
significant number of patients undergoing rehabilitative therapy after they had recovered from 
the acute stages of their disease, the experience of rehabilitation was often a lonely one. 


Feelings of isolation during the rehabilitative process were not just emotionally painful; they 
were also manifested physically. In particular, children affected by diseases such as polio and 
tuberculosis were often isolated from their families. The hospital was at the forefront of 
treatment, and isolation was one of the methods that hospitals employed in order to control the 
spread of disease. Even after infectious phases were over, patients were isolated while they 
completed their therapy. Accounts of children with polio remembered and told by adults often 
reveal the physical and mental pain; one child recalled being hugged by his mother in 1938 and 
was not touched by her again until 1941.12 


Unfamiliarity with medical environments was alienating. Therefore, the familiarity of home 
occupied a central place in a patient’s consciousness. ‘Going home’ was what many patients 
undergoing rehabilitation strove for, and was a milestone in the recovery process. Home was 
often seen as a place of refuge, and a target for the patient to aim for, a marker that the difficult 
and sometimes painful part of the rehabilitation process was complete. Rehabilitation often 
continued at home, but the familiar environment signalled a new phase of the process. As the 
twentieth century progressed, the home environment became more of a locus for rehabilitation 
and fewer rehabilitation units remained residential, although there were some that continued to 
be specifically geared towards rehabilitative therapy, particularly in Europe. 


Therapy and technology 


Medical advances through the twentieth century altered the patient’s experience of pain and 
rehabilitative regimes. Rehabilitation was associated with a wide range of therapeutic tools. 
From hydrotherapy to work therapy, different specialisms were included in medical regimes as 
patients were rehabilitated from the physical and emotional consequences of a range of 
diseases. The therapeutic process of rehabilitation was closely linked with developments in 
medical technology, including apparatus for exercising, physiology, support networks and aids 
and adaptations to living outside institutions after rehabilitation. 


Therapeutic bathing in spas has a long history! For rehabilitation, water provided an 
environment in which patients could regain bodily fitness without pain. In his study of polio, 
Gareth Williams has noted that ‘the buoyancy provided by water cancels out the effects of 
gravity and gives weak muscles a better chance to start working again’. Water therapy was 
often used as part of rehabilitation regimes, for a wide range of patients, and included, more 
recently, those with bone prosthetics as a result of cancer. Pools for hydrotherapy were built 
within hospitals, as rehabilitation became centrally located within the hospital environment. 
Indeed, Jane M. Adams has argued that in Britain the relocation of hydrotherapy to hospitals 
eventually closed spa buildings that had been so fundamental to the creation of health from the 
sixteenth century.2 As technological advances ensured that water was consistently heated, an 
increasing number of swimming pools were built in hospitals throughout the 1950s and 


1960s.4 


Although swimming pools in hospitals were seen as preferable to spas in Britain, warm 


water therapy remained popular in Europe and the United States. In particular, water was used 
in rehabilitation regimes for polio. Warm Springs, Georgia, gained notoriety by the regular 
presence of the most famous person to contract polio, President Franklin Delano Roosevelt. 
Roosevelt was apparently inspired by a young engineer who had learned how to walk after 
swimming at Warm Springs.22 Roosevelt’s faith in hydrotherapy ensured that Warm Springs 
was heavily populated by patients who wanted to regain the ability to walk. The centrality of 
water to rehabilitation from the effects of polio was in some ways ironic. Fears surrounding 
infection from polio caused widespread panic and people were instructed to avoid crowds and 
especially water. These concerns forced the closure of swimming pools in the summer months 


until vaccination eradicated polio in industrialised nations.4° 


Rehabilitation and pain were embodied experiences. Disease was experienced through the 
body, both physically and emotionally. Occupational and work therapies were fundamental to 
the rehabilitative process. Occupational therapy, which was employed regularly in hospitals 
from the early twentieth century was often used as a diversion, and took attention away from 
the boredom that many patients experienced in hospital.“ It often consisted of projects such as 
sewing and embroidery, or making rugs or baskets in bed. It required a small investment in 
materials and patients were kept under surveillance, especially in the early part of their 
treatment, when their bodies needed to be controlled in order for the rehabilitation process to 
run smoothly. 


More active therapies were developed and became part of regimes of rehabilitation. 
Therapy that involved physical labour normalised the notion that people suffering from the 
effects of disease were curable, and that they would resume work once their rehabilitation was 
completed.18 It also meant that state support, which was costly, was kept to a minimum. Work 
therapy was employed, particularly in diseases that required long-term treatment, such as 
tuberculosis.12 Similarly to many other institutions, work therapy in sanatoriums varied 
according to a patient’s social class. For those whose job had been mainly physical, graduated 
labour was used as therapy. This often consisted of digging, poultry keeping, and looking after 
the extensive grounds that surrounded the sanatorium. The outdoor environment was common 
for many patients undergoing rehabilitation. Not only was it inexpensive to treat patients with 
air, it was a fundamental part of the regime for treating patients with pulmonary tuberculosis.22 
Workshops and village settlements were established to treat patients out-of-doors. One of the 
best known of these was Papworth Village Settlement in Cambridge. Patients came for more 
than a short period of treatment and rehabilitation; they had access to financial support and 
paid work which facilitated longer-term treatment. Papworth started as an agricultural venture, 
but expanded to industrial production; Papworth Industries was established to provide 
employment for patients. The enterprise was financially successful and expanded to include 
furniture, travel goods, and even parts of the Green Goddess fire engines were produced by 
Papworth Industries.2! Although the Settlement at Papworth was unique, graduated work 
therapy was used as part of rehabilitative treatment, for children as well as adults, throughout 
the twentieth century. 


Aids and adaptations were also developed to help recovery. In the case of diseases such as 


polio and skeletal tuberculosis, massage and physiotherapy strengthened muscles to a point, but 
often bracing was needed so that patients could walk. In many cases, the resumption of the 
ability to walk was a testament to the success of rehabilitation. Additional assistance from aids 
such as callipers served to support weakened leg muscles. Aids had varying levels of success, 
and patients experienced a range of experimental frames and supports while they were in 
rehabilitation. From Plaster of Paris casts to metal rods, external support came in myriad 
forms, some resembling instruments of torture.2? As the twentieth century progressed, internal 
forms of support were also used to aid weakened muscles or replace bone. Cancerous bone 
was replaced by prostheses made from metals such as stainless steel and cobalt chrome.“ 
Whether a prosthesis was internal or external, physical therapy and rehabilitative techniques in 
the exercise room, gymnasium or swimming pool were employed to ensure that the highest 
possible function was achieved. 


Part of the purpose of rehabilitation was the achievement of a state of emotional as well as 
physical wellness. The healthy mind—body nexus was considered fundamental to full 
rehabilitation. Consequently, negative thoughts were an obstacle to rehabilitation. As 
rehabilitation became a more holistic practice, the mental health of patients became nearly as 
important as their physical health. In the case of patients with alcoholism or other forms of 
addiction, aids took the form of talking therapy, support groups such as Alcoholics Anonymous, 
and in more severe cases, institutionalisation. 


Pain 


Much of rehabilitative therapy was associated with differing levels of pain. Whether a patient 
underwent amputation as a result of cancer, or regained the use of muscles with physiotherapy 
after polio, the physical nature of bodily rehabilitation meant that it was painful. Much of the 
rehabilitative process was about restoring weakened parts of the body. Those who narrated 
their experience of the rehabilitative aspects of polio wrote about the pain of learning to use 
muscles. Regaining function of the body meant that there was pain associated with new and 
unfamiliar forms of movement. Using body parts that were diseased, or that were painful from 
a lack of use, was often a challenging experience, and narrating this experience formed part of 
the therapeutic narrative. As Joanna Bourke has noted, ‘pain-narratives can be productive’. 
Arthur Frank goes further to suggest that in some cases they are necessary and assist the patient 


in the healing process.”° 


Nevertheless, pain caused by rehabilitative treatment was not the uncontrollable pain caused 
by the sudden onset of a disease or condition. The pain associated with rehabilitation regimes 
was controlled, medicalised and overseen by a practitioner, or by patients themselves. Indeed, 
pain caused by rehabilitation was measurable and could be stopped if the patient found it too 
unbearable. It could have a specific duration, lasting minutes or even seconds. Furthermore, 
treatment took place in controlled environments, many of which were especially reserved for 
rehabilitation and sometimes designed to alleviate the pain associated with movement. 


Locations associated with the rehabilitative process varied from swimming pools, treatment 
rooms and gymnasiums with weight-bearing apparatus to, even in the early stages, the patient’s 
bed. While a patient often experienced a significant amount of pain during the process of 
rehabilitation, there was an end-point when the session of treatment was completed. Yet for 
some patients, the pain of rehabilitation was excruciating. The singer Ian Dury, who was 
infected with polio in 1949, detailed his rehabilitative therapy: 


Every Tuesday and Thursday they put you in this manipulatory situation. Obviously, they thought they were doing you 
good . . . But I mean this geezer used to get hold of my left ankle and my left thigh and. . . put my heel up to my 
arse .. . It was called the screaming ward and you could hear people screaming on the way there, and it was you when 


you was there and you could hear the others on the way back.22 


Conversely, as rehabilitation often signalled a life-changing moment, patients experienced 
other types of pain, including emotional pain. Indeed, disease could have profound effects on a 
patient’s mental health. According to Lisa Folmarson Kall, ‘pain is the source of sorrow, 
suffering, hopelessness and frustration’.2® In his edited volume on pain, Rob Boddice goes 
further, arguing that ‘pain is sorrow, suffering, hopelessness and frustration’.22? Although for 
those who were being rehabilitated from substance addiction there was often physical pain, the 
rehabilitation process was also significantly different emotionally from that endured by 
patients suffering from physical disease. 


Rehabilitation and treatment methods were processes that lent themselves to documentation, 
such as patients’ notes, as a record of the patient experience. Notes were made from 
communication between medical practitioners and patients, about levels of pain; and 
measurements such as the Oxford Hip Score assisted in charting a patient’s experience of 
pain.22 Medical practitioners assessed pain levels, as their familiarity with the painful 
processes of rehabilitation provided them with the means to note and understand a patient’s 
expressions of pain. Pain was a shared experience, yet it was also a very individual and 
personal one. 


Patient experiences and narratives 


The forms of patient narratives of rehabilitation and pain are diverse, but the written form is 
the most enduring. Whether details appeared in patient notes, in medical journals, or in books, 
patient narratives provided an additional way of understanding their experience of disease.2! 
The method of dissemination of the narrative has altered over the twentieth century in 
particular. Indeed, public narratives of treatment methods and rehabilitation regimes became 
more common as the second half of the twentieth century progressed. The public ‘illness 
narrative’, the ‘overcoming narrative’ or the ‘celebration narrative’, became popular reading 
material, as people battled with treatment, pain and rehabilitation in a more public sphere.“4 
There were ready audiences for this topic, as patients sought to learn, empower themselves or 
indeed identify with each other by differentiating themselves from the sick. Patient narratives 
of treatment regimes, pain and rehabilitation also informed other potential patients. The public 


enjoyed reading illness narratives and the redemptive power of the medical profession to bring 
a patient back from the brink of death. Instead of the private medium of letters or the ephemeral 
nature of conversation, books, films, and later blogs detailed the patient’s experience as they 
negotiated their way through increasingly complex medical systems and rehabilitative 
treatments that at times seemed painful and brutal. 


Identity was embodied and narratives of disease were associated with personal and indeed 
collective patient identity. In some stories of pain and rehabilitation, people readjusted to new 
forms of the self and narratives aided in this transformation.”? In the past, narratives of disease 
existed, but were mediated through doctors. Patients responded to questions, were examined, 
and tests were undertaken. Indeed, the patient’s role in the rehabilitative process was 
fundamental to its success, as noted by neurosurgeons such as Ludwig Guttmann.4 As 
rehabilitation was a long and painful process, milestones and the documentation of success 
were important to the strategy of cure or alleviation of symptoms. Patients became discouraged 
should they feel they were not making progress, so improvement of any type was a morale- 
raising experience. Patient notes often provided witness to the success of rehabilitation for 
patient and practitioner. This meant that the medical practitioner was fundamental to the 
documentary process of rehabilitation. 


It has been argued that this concentration on the medical profession’s documentation of the 
rehabilitative process effectively missed out on an important component of illness — the 
patient’s subjective experience. As extended hospital periods or periods of inactivity created 
boredom, writing was a type of therapy or passed the time between treatments. Writing about 
illness allowed both patients and doctors to gain perspective. Consequently, documenting a 
process could help to inform medical practice and refine treatment regimes. Although the 
readers of a patient narrative might not understand the process, or be unfamiliar with the 
medical spaces that a narrative described, most people had experienced pain and were able to 
relate to accounts of painful rehabilitation. Narratives collected by researchers endeavoured to 
understand the ways that patients understood and conceptualised their disease and their 
embodied experience of pain and rehabilitation.2 


The following examples of cancer, tuberculosis, polio and addiction offer some insight into 
the ways that patient narratives were constructed, understood and presented. Specific diseases 
evoked different emotions and treatment regimes changed over time. Narratives of cancer and 
indeed its treatment have moved from being hushed conversations between medical 
practitioners and patients to a widely publicised, public fight against the disease. Conversely, 
the patient’s experience of polio has all but disappeared, and become the subject of histories. 
Tuberculosis narratives were often used as the basis for fictionalised versions of narrative. 
Finally, narratives of addiction and alcohol dependency, which have proved highly popular, 
were affected by the reclassification of substance dependency and abuse as disease. 


Cancer 


According to recent statistics, one out of two people born in the UK after 1960 will develop 
cancer.’ As people live longer, their risk of getting cancer increases. As the twentieth century 
progressed, cancer became increasingly survivable and rehabilitative therapies were used 
more often to lessen the long-term impact of the disease. Prior to the 1970s, the subject of 
cancer was rarely discussed in the media, and an individual’s experience of it was barely a 
topic for private, or indeed public consumption.*/ 


Yet, by the late 1970s, experiences of treatment and recovery were becoming the subject of 
interest. Indeed, surviving cancer, the processes of cure, and the lengthening of life became 
common topics for biographies and autobiographies of disease. Some of them explored the 
experience of painful rehabilitative processes. Echoing the metaphors often used to describe 
cancer, such as ‘fighting’ and ‘war’, the theme of patient narratives is often that of overcoming, 
that the fight of this historically dread disease was one that could be won. Probably the best- 
known of these is Susan Sontag’s Illness as a Metaphor, which paved the way for other 
authors to detail their own disease narrative generally, and their cancer story specifically. 
Cancer narratives remained popular, and well-known writers and journalists wrote about the 
treatment regimes and their reflections on the impact of the disease. Narratives of cancer and 
its treatment come in a number of forms and focus on different types of cancer. In her essay, 
Welcome to Cancerland, Barbara Ehrenreich wrote about her own experience of breast 
cancer. A number of well-known writers detailed their cancer treatment and rehabilitation and 
with it their feelings of alienation, hopelessness, confusion and pain. The British journalist 
John Diamond publicly detailed his fight against cancer in a regular column in the Sunday 
Times after he was diagnosed with throat cancer in 1997. His book, C: Because Cowards Get 
Cancer Too ... which was published in 1999, was preceded by a documentary on the BBC’s 
Inside Story where Diamond detailed his treatment and rehabilitation, including his difficulties 
with speech therapy after surgery.°2 This type of narrative explained treatment and 
rehabilitative regimes, and informed those with similar diseases. 


Polio 


Poliomyelitis reached epidemic proportions in the 1950s in North America, Australia, South 
America and many other countries. Polio was a dreaded disease, and there was widespread 
panic surrounding modes of contagion until Salk’s vaccine went into production after a large- 
scale clinical trial in 1955.22 This was followed by Sabin’s oral vaccine, and for the most part, 
polio was eradicated worldwide. During the epidemics, the effects of which were particularly 
severe in countries such as the United States and Australia, many thousands of people died, and 
for those who survived the disease, the rehabilitation regime was often long and painful. 


Naomi Rogers has noted that many of those affected by polio before 1920 were less than 
five years old, so it is difficult to accurately present the patient’s experience.“ Yet, as Anne 
Borsay has argued, children were more often the recipients of rehabilitative therapy for 
diseases. The absence of what might be clear memories did not deter those affected by polio 


from telling their stories, and from these oral histories, historians have learned much about the 
rehabilitation therapies and pain experienced by these young patients. It has been argued that 
these retrospective stories lacked authenticity, as they were based on the memories of children, 
memories that, as John Tosh has noted, ‘are filtered through subsequent experience’ .“! 
However, childhood memories provided an important context to painful and often alienating 


rehabilitation regimes. 


Patient narratives also highlighted the different and individualised regimes that children 
experienced. These included the Australian memoir from Alan Marshall, I Can Jump Puddles. 
His rehabilitation took place outside the hospital because the medical facilities in rural 
Australia were not advanced.“* Much of Marshall’s rehabilitation, supported by his family, 
consisted of his undertaking physical activities in order to strengthen his weakened body. The 
regime of the hospital, with physiotherapy, exercise and aids such as callipers, experienced by 
children in an urban environment, were not part of Marshall’s rehabilitative experience. 


Different conceptions of the success of rehabilitation therapies for children affected by polio 
abounded. These notions informed treatment regimes, and a range of opinions divided the types 
of rehabilitative programmes available to patients. One of the most contested regimes 
surrounded the rehabilitation from the effects of polio, and was associated with one of the most 
controversial figures in the area of treatment and rehabilitation. Sister Kenny, an Australian 
nurse, used hot packs to reduce spasm in the acute stage of the disease, followed by movement 
of the affected limbs to treat children affected by polio. Although Kenny’s methods were non- 
traditional and did not follow accepted medical theories, she toured the world with her 
revolutionary treatment. She established the Sister Kenny Foundation in 1943, which spread 
her message. Although there was criticism from a number of quarters, Kenny’s methods were 
adopted by a number of practitioners, and she worked to rehabilitate polio patients at 
prestigious institutions including the Mayo Clinic. Kenny’s book, which was reprinted four 
times in 1951, detailed her discovery of the treatment and her attempts to bring it to the 
world.*? In the book, she represented herself as a caring individual, working against a 
sceptical and uninformed medical tradition. However, as Gareth Williams has pointed out, 
Kenny’s young patients did not always enjoy her ministrations. He notes, ‘there were no 
images of the children who began crying at the sound of the trolley carrying the hot packs being 
wheeled into the ward.’ 


Although many children found the experience of hospital rehabilitation traumatic, some 
children had happy memories of their therapy and of hospital. One patient in a hospital in 
Ireland remembered: 


I can only say that I enjoyed my time there, as there were some great characters. I made some very good friends and 
remember them to this day. One of the lads, called Pat, used to play the mouth organ. One night he got on our nerves, so 
when he was asleep a few of us stole it and put a sausage in it. When he went to play it the next night he nearly choked 


himself.42 


For the most part, however, the consistent theme running through many patient testimonies was 
that rehabilitation was often difficult and painful. As one patient recalled: 


What was extremely unpleasant was the physiotherapy. My physio used to walk in at nine o’clock, and I remember there 
was a Central speaker . . . and the music for Housewives’ Choice used to precede the physio by about three minutes; it 
46 


was like the knell — or toll — of doom.= 

Instead of focusing on medical rehabilitation in a hospital environment, adult patients saw a 
purpose in their therapy and accepted that pain, however unpleasant, was inevitable and 
perhaps necessary. Therefore, reports of their experiences often differed widely from those of 
children. An account of rehabilitative therapy was included in Paul Bates’ Horizontal Man. 
Bates nearly died from polio when he contracted it in 1954 and documented his rehabilitation 
in the book. Originally in an iron lung, he was moved to a negative pressure chamber, and 
finally out of hospital. His book detailed his active life, which included running a radio station 
and representing polio survivors.4’ Another polio survivor, Harry Tildesley, wrote about his 
success as an artist, puppet maker, charity fundraiser and Group Scoutmaster.“’ These patient 
experiences focused more broadly on the painful regime of rehabilitation as part of the life- 
course, and were generally more positive than those affected by polio when they were 
children. 


Tuberculosis 


Similarly to many other types of disease, tuberculosis relied on a therapeutic process to 
prolong life and limit the disease’s effects, rather than on any cure. There were two types of 
tuberculosis, pulmonary and skeletal. Many patients died from tuberculosis of the lung, but the 
majority of patients survived skeletal tuberculosis. The impact of tuberculosis was alleviated 
when streptomycin was developed and successful experiments in Madras were undertaken in 
1948. 


Disease, pain, and rehabilitation have all been the subject of novels. Yet tuberculosis has 
been one of the most enduring and best-remembered subjects of fictional disease narratives. 
The unfamiliar environment of the sanatorium provided a microcosm of human interaction, 
from the relationships between the patients and those who treated them, the landscape, the 
therapeutic regime, and their diseased bodies. Novels based on the experience of tuberculosis 
sufferers have documented patients’ experiences. The most famous is Thomas Mann’s The 
Magic Mountain, in which he details the lives and treatment regimes of a group of patients in 
Switzerland. In The Magic Mountain even though the patients have pulmonary tuberculosis, 
they do some active therapy including the prescribed daily walk followed by periods of rest. 
The British novel, The Rack also demonstrated the long and painful duration of treatment. 


Many patients were ordered to rest in the early stages of the disease, so spent their time 
writing letters documenting their experiences which were sent to relatives and friends. Letters 
often detailed the treatment regime, the food, and other small incidents experienced by people 
suffering from disease. Letter writing provided a way for patients undergoing rehabilitation 
and treatment to pass the time as they endeavoured to recover. Although many sanatoriums of 
varying type and quality were established throughout the early part of the twentieth century, 


patients were distanced from those unaffected by disease, as institutions were often in rural 
environments, and there was a public fascination with the regime and the sanatorium as a place 
of rehabilitation. 


Although novels, personal accounts and histories popularised pulmonary tuberculosis, there 
were few patient narratives that detail those whose bones were affected by it. Gloria Paris 
recounted her experience of skeletal tuberculosis in her book, A Child of Sanatoriums. 
Historically, those with tuberculosis of the bones were often able to function and therefore did 
not spend prolonged periods in sanatoriums. The only evidence of the infection was a 
weakened limb or a limp. Paris’s account of her nine years undergoing treatment in the United 
States provides unique detail into the rehabilitation regimes for those with skeletal 
tuberculosis. She endured a range of treatment, from surgery to physical therapy. The book 
concentrates more heavily on her recovery and the success that she made of her life as a 
microbiologist and mother. 


Addiction 


Throughout the twentieth century, a range of rehabilitative practices were developed that 
mirrored the increased range of conditions understood in medical terms. By the 1980s, 
addiction had been reconceptualised as a disease of genetic inheritance.22 Other conditions 
were medicalised, and were classified as diseases, such as alcoholism and substance 
addiction, which resulted in the development of new methods for rehabilitating those affected. 
As rehabilitation began to centre more on changing modes of behaviour, as well as the 
reduction of impact on the physical body, it was also used to describe the process of 
recovering from addiction. Some treatment programmes were set up within the community such 
as Alcoholics Anonymous; others were established in residential clinical settings. 
Rehabilitation from addiction was an on-going process, which did not end with release from a 
hospital or clinic. Narratives of addiction were often situated outside of institutional settings. 
For addicts, going home was fraught with difficulty as diseases of addiction were often 
lifelong conditions that needed to be managed. Indeed, going home represented the potential for 
their disease to reassert itself, as surveillance and other forms of support were reduced or 
removed. 


Recovery from addiction initiated different approaches to rehabilitation. Diseases of 
addiction presented a unique set of problems that resulted in certain types of therapeutic 
regimes. Rehabilitative treatment for addiction was physically painful, although not life- 
threatening, as patients suffered withdrawal symptoms. Removal from specific environments 
was also conducive to a patient’s rehabilitation. Furthermore, discussion was important to a 
patient’s recovery, especially in the talking therapies advocated by early practitioners such as 
Freud and Jung. Talking in groups or individually to a doctor or counsellor formed the basis of 
therapy for many patients, and their narratives were fundamental in establishing and 
maintaining treatment regimes. While some patient narratives were (and still are) published in 
order to inform, educate and entertain, the private narrative between medical practitioner and 


patient was also a significant part of the therapeutic process. 


It has been argued by Angela Woods that there is a tendency in ‘the field of narrative in 
medicine to treat mental and physical illnesses as resolutely distinct.’2! The effective 
medicalisation of what had previously been regarded as behavioural ‘weaknesses’ served to 
broaden the scope of these newly constructed diseases. The stigma of rehabilitation from 
substance addiction, and its related issues, meant that the pain of rehabilitation for those 
struggling with addiction possessed an extra burden. Treatment regimes were physically and 
mentally painful, and patients often narrated these experiences in order to help themselves. The 
unfamiliarity of the residential institution, the pain and isolation of substance abuse as it 
affected one’s friends and family, and the rehabilitative therapies were all part of the patient 
narrative. Many celebrities wrote books detailing their personal struggle with substance abuse 
and alcoholism, and the combination of interest in the lives of famous people, coupled with 
their perceived flaws, ensured that publishers maintained a market for these patient narratives. 
Betty Ford, wife of American president Gerald Ford, was one such celebrity. She co-authored 
a book about her substance abuse which was published in 1987, five years after she had 
opened the Betty Ford Clinic in 1982. Another book edited by Ford, Healing and Hope, 
detailed the experience of the recovery processes of several women at the renamed Betty Ford 
Center.2* The ‘addiction narrative’ was a popular form of reading material for the public. 


Narratives were communicated through a range of media. In particular, film, art and music 
have explored the life course of those who undergo rehabilitative treatment following cancer. 
Films such as Champions (1983), which starred the actor John Hurt as the jockey Bob 
Champion, followed his painful treatment and rehabilitation after his cancer diagnosis. Other 
film projects have followed, including Opera Therapy (2005), which narrates through music 
the experiences of the medical treatment of four Australians with cancer. Artists have also 
addressed treatment regimes and the pain and loneliness associated with cancer therapies. 
Canadian artist Robert Pope’s 1991 book Illness and Healing: Narratives of Cancer detailed 
his treatment for Hodgkin’s disease with a narrative essay accompanied by 92 illustrations. 


During the twentieth century, more vehicles were used to explore the patient’s experience of 
rehabilitation and pain. The Internet has opened further possibilities for patient narratives.” 
Patients have recounted their experiences through the use of blogs, self-publishing and other 
social media, which have also provided a space for documenting, campaigning and 
fundraising. Patients undergoing rehabilitation therapies found a ready audience through these 


outlets. 


Conclusion 


During the twentieth century, the use of rehabilitation became firmly entrenched within medical 
therapies. Regimes of rehabilitation responded to the reconceptualisation of the boundaries of 
what was understood as disease. Whether it related to the addict, the cancer patient, or a child 
recovering from polio, rehabilitation was a fundamental feature of the process of ensuring that 


the effects of disease were mitigated. Different spaces, therapies, and technologies were 
developed to aid in rehabilitation. Nevertheless, despite pain management systems and new 
technologies, rehabilitation was often a long and painful process. Narratives were fundamental 
to the process of rehabilitation and pain and took many forms. For the medical profession, 
patient narratives facilitated understanding and were used to document medical practices and 
treatments. For some patients, writing about rehabilitation was part of the therapeutic process, 
serving either to help others understand or to facilitate their own recovery. New methods of 
publishing such as blogs, social media and self-publishing altered the nature of the presentation 
of patient narratives of rehabilitation, yet many of them followed similar tropes. 
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19 
FROM PARAFFIN TO PIP 


The surgical search for the perfect breas 1 


Fay Bound Alberti 


The novelist, poet and French man of letters Anatole France, winner of the Nobel Prize for 
Literature in 1921, is said to have observed that ‘a woman without breasts is like a bed 
without pillows’. This is a provocative reduction of the female body to an object that is 
comfortable and useful while being (a) as domestic and controllable as a home’s soft 
furnishings, and (b) incomplete if a woman is flat-chested, from birth, from breastfeeding or 
from disease. France’s words deserve to be ridiculed, and yet they seem to strike at the heart 
of a wider, broadly acknowledged truth about attitudes towards women’s breasts. Breasts 
symbolise womanhood in all its diverse manifestations: they are sexualised, nursed at, 
revered, mutilated, sniggered at and politicised, for how they look and feel, as well as for what 
they do. Iris Marion Young has problematised the sexual and nutritive functions of breasts, 
which shatter the border between motherhood and sexuality in the West. 


This cultural obsession with breasts, with their size and shape, and intersections with 
femininity, has direct implications for women’s health. The most obvious example is in the 
case of cancer, one of the most feared diseases in the Western world and a space where ideas 
about personal responsibility, disease, technological innovation and ethics coalesce around the 
female breast.4 Consider the 2013 media storm surrounding the actor Angelina Jolie when she 
elected for a bilateral mastectomy after genetic testing revealed a high cancer risk.2 The actor 
publicly exercised her right to fight a ‘faulty gene’ with an article about her experience in the 
New York Times.® Not only did the ‘Jolie effect’ inspire many thousands of women to ask their 
GPs for genetic testing, and open up the broader question of prophylactic surgery, it also raised 
the question of silicone breast implants: Should you? Could you? Would you look ‘normal?’ Is 
it ‘safe’? Unwittingly or otherwise, Jolie became an icon for women’s right to choose medical 
treatment as well as those who bore their mastectomy scars with pride.? We are women, they 
say, with or without our breasts.2 


Of course not all women have breast surgery and silicone implants as a result of 
preventative surgery or reconstruction. A recent study by the Institute of Medicine (IOM) found 
that of the 1.5 million American women with silicone breast implants, more than two-thirds 
chose implants because they were unhappy with the natural size and shape of their breasts.12 In 
other words, they underwent a surgical increase in size or ‘augmentation’ as a consumer 


choice. In British and North American culture, big breasts are a ubiquitous symbol of sexual 
allure and individual attractiveness and more democratically available than ever before. 
Elective surgery is so popular that the Huffington Post announced 2012 the ‘year of the 
silicone breast implant’, breast implants being far and away the most popular cosmetic 
procedure in the United States according to the American Society for Aesthetic Plastic Surgery 
(ASAPS).42 


A similar trend is found in the UK where over 50,000 cosmetic procedures were performed 
in 2013. According to the British Association of Aesthetic Plastic Surgeons (BAAPS), 
cosmetic surgery is on the increase despite the recession, with a rise of 17 per cent in surgical 
procedures since the previous year. BAAPS puts the value of UK cosmetic procedures as a 
whole at £2.3 billion in 2010, predicting it will rise to £3.6 billion by 2015. Breast 
augmentation ‘remains the top surgical procedure in the UK’.2 

These trends raise important questions about the motivation of those who seek implants, as 
well as the ways in which cosmetic surgery as a specialism responds to, and arguably sustains, 
a culture of dissatisfaction with the human body. This chapter considers the history of silicone 
breast augmentation and the somatic ideals that it reflects, as well as the role of women as 
clients, patients and consumers. I recognise that the terms ‘cosmetic’ and ‘plastic’ are often 
used interchangeably. Here they are used to distinguish principally between reconstructive (the 
origin of ‘plastic’ surgery) and that which is purely aesthetic (cosmetic). I have chosen to focus 
on the latter because the pursuit of an objective beauty ideal opens up feminist and ethical 
issues around consumer choice and rights, medical safety, ethics and governmental regulation. 
These are typically peripheral concerns in the historiography of breast surgery, with its 
emphasis on surgical prowess, the ‘cult of beauty’, and the politics of the body.4 


Between the 1950s and the present day and in North America and Britain, the concept of 
psychological ‘need’ emerged in relation to implants for perfectly healthy but perceptually 
deficient breasts through the medicalisation of breast size. That need was met by the evolution 
of plastic surgery techniques and materials, the development of specific standards of female 
beauty, and the growth of a mass market that viewed elective surgery as an opportunity for 
personal growth. Silicone implants also underwent several transformations: from pathological 
prostheses to coveted consumer objects to walking or ticking ‘time bombs’? An exploration 
of the evolution of silicone implants reveals a startling disjuncture between the narratives of 
suffering on the part of recipients and the evaluation of risk by a medico-scientific community 
invested in the continued use of silicone. The existence of these disputes, and the oft-competing 
interests of manufacturers, surgeons, media, patients and academics around the female breast, 
raises important questions about the gendering of health-care and about women’s bodies as a 
site of conflict for broader medical, scientific and political concerns. 


The origins of cosmetic surgery 


The history of cosmetic surgery for the purposes of reconstruction dates back to antiquity. 


Cosmetic surgery was then known as ‘plastic surgery’, which gives a clue to its restorative 
origins. Derived from the Greek plastikos, meaning ‘to mould’, plastic surgery has been 
identified in ancient Indian Sanskrit texts that describe procedures to repair noses and ears lost 
as punishment for crime or adultery. The Indian surgeon Sus‘ruta, who compiled his knowledge 
as the Sus’ruta Sam: hita, described in 600 bc a method of rhinoplasty that used skin from the 
cheek or the forehead of the patient. By the first century ad, the Romans were also undertaking 


a range of aesthetic surgical procedures, such as breast reduction and circumcision./2 


Since the time of Galen, surgeons have attempted to correct eyes that drooped and noses that 
were considered misshapen. Yet the ‘father of modern plastic surgery’ is usually said to be 
Gasparo Tagliacozzi, who worked in Bologna, Italy, around 1590. His technique was to 
transfer a skin flap from the arm to the nose, an intervention necessitated by the number of 
street brawls and duels that took place during the period. It is likely that his patients were 
men who had succumbed to some type of nose excision as a punishment; it was particularly 
emasculating for a man to have his nose sliced in two or removed entirely.1® The history of 
aesthetics around the nose is a key theme of Sander Gilman’s work on cosmetic surgery and the 
‘body of the Jew’ .12 


The predominantly reconstructive nature of plastic surgery was well established by the time 
the specialism came into regular practice during the two world wars. Dealing with the fall-out 
of trench combat enabled the practised expertise and skill of the surgeons to come into its own, 
as well as providing surgeons with a seemingly endless number of patients on whom to work.22 
New techniques were needed to deal with the carnage of the battlefields, and surgeons had to 
work together in teams quickly. The weapons of war — high-explosive shells, machine guns and 
poison gas — created huge numbers of wounded, many of whom required rehabilitative surgery 
to save and repair limbs and enable skin grafts. The trench warfare of the First World War 
encouraged the development of plastic surgery, as soldiers needed treatment for shattered 
jaws, skull wounds and demolished faces. Harold Gillies (later Sir Harold), a New Zealand 
otolaryngologist working in London developed many of the techniques of modern facial 
surgery in caring for soldiers with disfiguring facial injuries.2! Having worked as a medical 
minder with the Royal Army Medical Corps and with the renowned French surgeon Hippolyte 
Morestin on skin grafts, Gillies and the army’s chief surgeon, Sir William Arbuthnot-Lane, 
established a facial injury unit at the Cambridge Military Hospital in Aldershot and later a new 
hospital for facial injury reconstruction in Sidcup,2* where they developed many plastic 
surgery techniques and performed thousands of operations on victims of explosives. 


When the Second World War broke out, plastic surgery provision was divided between the 
different services of the armed forces. Gillies worked at Rooksdown House near Basingstoke, 
which became the principal army plastic surgery unit. Gillies’ cousin Archibald McIndoe (also 
subsequently knighted for his services) worked with Gillies before founding a Centre for 
Plastic and Jaw Surgery in East Grinstead.“? McIndoe developed new techniques for treating 
burned faces and hands, as well as skin grafts, and innovative methods to integrate ex-soldiers 
back into the community. By the end of the Second World War, plastic surgery covered the 
reconstruction of all areas of the body, and led to the development of a number of specialty and 


professional organisations. The British Association of Plastic Surgeons was founded in 1946, 
now named The British Association of Plastic Reconstructive and Aesthetic Surgeons 
(BAPRAS). 


The activity of plastic surgeons and the institutionalisation of cosmetic surgery as a specialty 
gave it a rationale and an impetus that continued long after the Second World War. The British 
Society of Aesthetic Plastic Surgeons held its first meeting in 1979, reflecting a move away 
from reconstructive and towards explicitly cosmetic work by its members, becoming the 
British Association of Aesthetic Plastic Surgeons (BAAPS) in 1982. In North America, 
professional associations were formed earlier, though they followed a similar trajectory. The 
American Society of Plastic Surgeons (ASPS) was formed in 1931, and the American Board of 
Plastic Surgery was established in 1937. By contrast the American Society for Aesthetic 
Plastic Surgery (ASAPS) was not founded until 1967. 


Plastic surgery on the breast was initially reconstructive. Implants as prostheses were used 
to enhance and increase the size of a woman’s breast after reconstructive surgery and breast 
removal. Implants went through a wide variety of permutations with varying degrees of 
success: from lipoma auto-transplantation (the movement of fatty cells from one part of the 
body to another), paraffin injections, ivory and glass balls, ground rubber, ox cartilage, 
polyethylene chips, polyurethane sponge, silastic rubber, and liquid silicone.24 In the late 
nineteenth century, the German-Bohemian surgeon Vincenz Czerny, head of the surgical 
departments of the universities of Freiburg and Heidelberg between 1871 and 1906, published 
his first account of a breast implant carried out to avoid asymmetry after he removed a breast 


tumour. The implant was created from the patient’s own abdominal tissue.” 


In reconstructive terms, either in the case of cancer patients or soldiers, the moral and 
ethical bases of plastic surgery are relatively straightforward. In each case, surgical reparation 
forms part of an individual’s rehabilitation into the social world, explicitly engaging with 
physical appearance, body image and psychosocial functioning as an aspect of healing.2° The 
situation is more problematic around purely aesthetic or cosmetic surgery, in which an 
individual perceives there to be something ‘wrong’ or lacking about his or usually her physical 
appearance, and seeks intervention through an elective surgical procedure — usually performed 
privately and as a response to a social and internalised ideal of bodily perfection.~2 


Hypomastia and the pathologisation of small breasts 


Medical interest in increasing the size of a woman’s healthy breast was rare until the mid- 
1930s. This is perhaps unsurprising when one considers the changing fashions in women’s 
body shape. In the 1920s the look was ‘skinny — no hips, no breasts, just a straight figure’ .2® 
Cosmetic surgery was only considered in the case of overly large or ‘hypertrophic’ breasts, 
which could impact on the respiratory, circulatory and locomotor systems.22 However some 
surgeons were already experimenting with fat transplants to alter the shape of women’s bodies, 


which included moving fat from the buttocks or abdomen to the chest. Elizabeth Haiken has 


shown how this process of ‘fat transfer’? was used experimentally for a wide range of 
beautification purposes by the Chicago-based surgeon Robert C. Miller. Though the results 
were largely disappointing — transplanted fat normally being reabsorbed by the body, there 
was Clearly a market for cosmetic surgery before World War Two.22 There was already a 
professional distinction, too, between those who worked in ‘reconstructive’ surgery, and those 
who focused primarily on ‘cosmetic’ concerns, as well as a degree of rivalry.24As the 
American surgeon John Staige Davis put it, ‘true plastic surgery’ (‘plastic’ in the traditional 
sense of moulding and shaping) was absolutely distinct and separate from what is known as 
‘cosmetic or decorative surgery.’22 


The ideal of a larger bust arose during the post-war years, arguably as a reaction to both the 
Slenderness of 1920s fashion and the paucity imposed by rationing. The aspirational 
Hollywood bodies of the 1940s and 1950s were Marilyn Monroe, Jane Russell, Lana Turner 
and Sophia Loren, all of whom were famed for their hourglass figures. The gamine look, as it 
would be popularised by Audrey Hepburn and Twiggy, was not yet as fashionable as breasts 
that defied gravity and pushed out college sweaters. Molly Haskell has written about the 
aggressive attitude towards women’s bodies as epitomised through the Hollywood movie 
industry, as women’s bodies were increasingly critiqued according to a largely unattainable set 


of norms and conventions.22 


In the 1940s, women who failed to conform to the ideal were said to have bemoaned their 
fate: ‘Doctor, why can I not have a breast which makes me look as good as any other woman, if 
not better?’ “4 The ‘need’ was there, surgeons insisted, though the treatment was not yet 
surgical. In the 1930s, the cosmetic surgeon H. O. Bames described three kinds of ‘anomalous’ 
breasts: abnormally large and pendulous; normal in size but prolapsed, and abnormally small 
(the latter of which he viewed as an endocrinal rather than a surgical problem, requiring 
hormonal intervention).22 By 1942 the possession of ‘infantile’ breasts was classified as 
‘hypomastia’ — or underdevelopment — by the Hungarian surgeon Max Thorek in his 1942 
textbook.“° Thorek did not suggest any surgical corrections at this point; like Bames and other 
surgeons before him he suggested endocrinal solutions. Yet variations in size and shape were 
being medicalised and post-war plastic surgery journals showed a growing interest in breast 
augmentation. By 1950, Bames was writing not of endocrinal solutions, but of surgical ones, 
with ‘a new approach to the problem of the small breast’.2’ He was already experimenting 
with fat transfer. No endocrine therapy had worked, he explained, ‘hence the only recourse we 
have for their solution is Plastic Surgery’ 28 

Thus cosmetic surgery came to the rescue of women with an identified need for larger 
breasts, in a narrative of surgical advance by a profession that had grown in numbers, training 
and proficiency. In the youth-dominated culture of the West, there was a strong market among 
middle-aged, middle-class women with disposable income and all the ‘pathological’ body 
parts like wrinkly bellies and stretched skin that came with child-bearing, and breasts that 
were too small, shrunken or insufficiently perky. As the number of hair salons, manicurists and 
beauticians escalated, beauty ‘contests’ were established and mass consumerism became 
popularised; what Sander Gilman has called the ‘cult of the body beautiful’ dominated Britain 


and North America.22 Modern day sociological concerns about the impact of the media on the 
self-esteem of women and girls, the existence of aspirational body ideals and the availability 
of tools by which individuals could achieve self-improvement and transformation, arguably 
originated in the post-war period.” 


Indeed, it was the influence of the Austrian psychotherapists Alfred Adler and Sigmund 
Freud, with their respective work on the ‘inferiority complex’ and on concepts of the self in 
ego development, which justified the pursuit of physical perfection.*! Looking good (or right), 
had been transformed into a psychological necessity, self-esteem and self-confidence 
irredeemably crushed if one possessed sticking-out ears or a flat chest.44 As women’s 
magazines and popular psychology stressed the attainability and obligation of pursuing one’s 
‘best self’, cosmetic surgery rose as a route to self-improvement.“ 


In this context ‘hypomastia’ became a psychiatric as well as a physical condition. It was no 
longer just a label used to describe breast size. The condition could produce intense 
inadequacy, shyness, neuroses, frigidity and depression. ‘Literally thousands of women, in this 
country alone’, cosmetic surgeons and psychiatrists from Johns Hopkins reported in 1957, ‘are 
seriously disturbed by feelings of inadequacy in regards to concepts of the body 
image . . . “augmentation” mammoplasty (for the small breast) is usually requested by patients 
with emotional problems’. The positive impact of surgical alteration (and the removal of 
psychiatric problems) outweighed any potential physical risks of the surgery.” 


Two of the most important considerations for cosmetic surgeons, as they weighed the 
potential for risk against the psychological needs of their patients, were aesthetic appearance 
and touch. What combination of technique and material might provide the most malleable, 
secure and ‘life-like’ alternative to human breast tissue? Without regulation the professional 
associations worked this out through trial and error, in collaboration with the women said to 
lead the market and the manufacturers who supplied the implants. During the 1950s a range of 
new techniques and tools became available, including such synthetic materials as polyvinyl 
alcohol and polyethylene. Cosmetic surgeons injected liquid substances straight into the breast 
tissue, just as they had done with fat, or moulded implants that could be inserted beneath the 
chest muscle. Robert Alan Franklyn, for instance, a Hollywood surgeon, implanted ‘surgifoam’ 
in women’s breasts (a kind of absorbable gelatin substance sheathed in teflon) as well as 
experimenting in the subcutaneous injection of liquid silicone through a technique he called 
‘Cleopatra’s needle’. Other surgeons experimented with Ivanol, a polyvinyl substance related 
to plastic.“© Synthetic implants gave a better overall result than injections, largely because the 
body could reabsorb injected substances, or even create ripples and lumps beneath the skin. 


The silicone age 


It is against this backdrop of psychological need, experimentation, the availability of synthetic 
materials and a rising profession of cosmetic surgery that we need to situate the medical 
experience of Timmie Jean Lindsey, America’s first silicone implant recipient. There is a 


perennial problem of women, and of poorer patients, being excluded from the historical 
record. It is telling, given the subsequent furore over the health and safety of silicone implants, 
that there is little about Lindsey in the academic or scientific literature. Her name appears as a 
footnote in a handful of papers, but she is otherwise anonymous, her experience not part of the 
official medical record.’ Only with media interest in her case 50 years after her implants, as 
part of a broader historical retrospective, has her voice been heard. 


“When I had the implants put in,’ Lindsey told a Daily Mail reporter in 2014, ‘I would get 
wolf whistles when I walked down the street . . . [but] I started to get pain in the Eighties and 
sometimes it lasts for five to six weeks. It feels like I’ve broken a rib.’“2 Her story can be read 
in historical retrospect as an extraordinary tale of experimentation, profiteering and ethical 
bankruptcy. 


The official narrative of the first breast implant is well known in the medical literature 
around breast augmentation.22 Its language smacks of the locker-room and the boy’s club, an 
example of the masculinist discourses that have historically defined both women and the 
language of scientific discovery.! In 1962 the American plastic surgeons Thomas Cronin and 
Frank Gerow were working with scientists from the Dow Corning Center for Aid to Medical 
Research on improving and refining breast implants. Dow Corning was an amalgamation of a 
glass works and a chemical company. By that time a number of different materials had been 
used as implants, mostly plastic, sponge-like materials such as Polystan (polyethylene tape and 
polyethylene) that produced a result ‘pleasing to the eye’, but unpleasantly ‘rocklike’ to the 
touch.22 The inspiration for the first silicone gel implant is said to have been a blood 
transfusion bag. One of Cronin’s employees, Thomas Biggs, recounted the events that would 
become famous. During the silicone gel implant’s developmental stages, Cronin apparently 
visited a blood bank and, ‘upon feeling the new and improved flexible plastic bag that 
contained the blood, he observed that it felt like a breast . . . The rest, as they say, is history.’ 


Inspired by this haptic revelation, Cronin and Gerow used silicone to make a thin, flexible 
bag and a gel-like substance with which to fill it. Occurring in liquid, gel or solid forms, 
silicone is derived from silicon, a semi-metallic or metal-like element that in nature combines 
with oxygen to form silicon dioxide or silica.°4 Today silicone is widely used in the medical 
and cosmetic industries, in lubricants and oils, as well as suntan lotions, soaps, antiperspirants 
and chewing gum. As early as the 1950s, scientists debated the safety of silicone and warned 
against its widespread use without proper testing.22 But Cronin and Gerow implanted one of 
the prototypes in the body of a dog. Jubilant that the new ‘natural feel’ silicone implant had 
arrived and ‘the dog was fine’, they implanted it ina person and she got along just great’ © 

That person was Lindsey. Unlike the women discussed in surgical journals, she was 
apparently not clamouring for bigger breasts; nor mourning the loss of volume in her breasts 
after childbirth. Lindsey had married at 15 years old and was recently divorced. She met 
Gerow by happenstance: since she earned only £19 a week in an electronics factory, Lindsey 
qualified for free medical treatment. She arrived at the Jefferson Davis Hospital in Houston, 
Texas, with an altogether different problem. Impulsively, persuaded by a man she was dating, 


Lindsey had a tattoo of a rose inked onto her breast. She regretted it almost immediately, and 
wanted it removed. Gerow agreed to remove the tattoo with ‘dermabrasion,’ a procedure that 
takes away the top layers of the skin. 


Was Lindsey also interested, Gerow asked Lindsey, in having her breasts fixed? 
Accompanied by a dozen medical students, he explained to Lindsey how his revolutionary new 
breast implants could improve the appearance of women’s breasts that sagged like hers. It had 
apparently never occurred to Lindsey to feel self-conscious about her breasts. ‘I told them I’d 
rather have my ears fixed than have new breasts’, she replied, since she’d always been self- 
conscious about the way they ‘stuck out’.2’ Lindsey agreed to have the implants inserted into 
her chest if Gerow pinned back her ears at the same time. Gerow agreed and the surgery was 
carried out in the spring of 1962. Gerow increased Lindsey’s bust measurement from a B to a 
C cup with the use of two rubber envelope-sacs, shaped like teardrops and filled with viscous 
silicone-gel. 


“When I came round from the anaesthetic, it felt like an elephant was sitting on my chest’, 
Lindsey reported. When the bandages were removed, Gerow was pleased with the results. 
Although Lindsey was not interested in examining her breasts in the mirror, figuring the 
implants were ‘out of sight and out of mind’, Gerow and his team were intrigued. ‘All the 
young doctors were standing around to look at “the masterpiece”’, Lindsey said, while also 
remembering the years of ‘pain and misery’ that they had brought her.2° The implants were 
viewed as a medical triumph. Their apparently smooth appearance and feel, and the widely 
reported success of the operation, were a tremendous boost to the Dow Corning Corporation, 
and to Cronin and Gerow, who sold their rights to the manufacturing company in exchange for 
royalties. By 1970, Dow Corning had sold 50,000 implants and the future of breast implants 
was secured.” 


Yet silicone implants were to be plagued by controversy. For every woman happy with the 
outcome there was another complaining of deteriorating health, especially if the implant tore 
and leaked, spilling silicone into her chest. But there was no proven link between silicone 
and illness. Lindsey had periodic consultations with Gerow where he maintained, even when 
she complained of severe pain and weakness, that silicone was a harmless material and could 
not make her sick. As discussed below, this remains the official response given to women who 
believe they have experienced silicone poisoning. After all, silicone is used in a range of 
medical devices including artificial valves, catheters, and as the lubricant in syringes. 


Debates over the safety and efficacy of silicone continued throughout the 1960s, 1970s and 
1980s, reaching its peak in the 1990s with a flood of epidemiological studies on human 
populations.°2 Cosmetic surgery remained unregulated, and manufacturers like Dow Corning 
focused their attention on developing implants that were increasingly ‘life-like’, and able to 
capture more accurately the feel of a human breast. Polyurethane foam was used to hold the 
silicone gel, a process that helped prevent capsular contracture or the hardening of the collagen 
fibres in the breast as an immune response to the presence of a foreign object (the implant). 
The foam coating helped prevent capsular contracture, but an unfortunate side-effect was that 


the foam could disintegrate within the body and be difficult to remove. 


In North America, amidst calls for its involvement in the development of technological 
devices of all kinds from breast implants to pacemakers, the Food and Drug Administration 
(FDA) enacted the Medical Devices Amendment to the Federal Food, Drug and Cosmetic Act 
in 1976.4 This ae that the FDA could approve the safety and effectiveness data of new 
medical devices. Because breast implants were already in use, they were ‘grandfathered in’, 
which meant they could remain in use without any safety evidence being provided by 
manufacturers.© 


Just over a decade later, however, the regulatory landscape shifted.©’ A number of important 
developments lay behind the change. Firstly, there was increased debate in the 1980s and 
1990s over whether implants were safe and mounting evidence to suggest they were not. 
Medical articles citing anecdotal evidence from the USA and Japan began emphasising a link 
between — use of silicone in breast augmentation and the diagnosis of connective tissue 
disease. A rising tide of multimillion-dollar lawsuits were issued against manufacturers by 
women who claimed their health suffered after their implants ruptured. Sheila Jasanoff 
places the advent of breast implant litigation within the context of a flurry of mass torts in US 
federal courts, many of which involved ‘large scale technological disasters’ like breast 
implants.“ 


The national and international media responded loudly, investigating the plight os individual 
women and criticising the perceived negligence of surgeons and manufacturers.“ The most 
famous and damaging example was an episode of the Connie Chung CBS television show Face 
to Face with Connie Chung, broadcast in 1990 and featuring the real-life oe of 
women who claimed to have autoimmune diseases as a result of silicone implants.2 As 
Marcia Angell has argued, the programme conveyed the message that unsuspecting women had 
had dangerous and untested devices foisted on them by an unthinking surgical profession. 
Furthermore, the FDA was blamed for permitting hazardous devices to be sold.2 


In early 1991, in the face of mounting pressure from consumer and advocacy groups, the 
FDA shifted its position on implants, requiring manufacturers like Dow Corning to provide 
evidence of their safety. When the evidence proved inadequate, an FDA advisory panel met to 
discuss how to move forward. Around the same time Dow Corning was on the losing end of a 
lawsuit nan aes $7 million from women who claimed the implants had caused connective 
tissue disease-4 Most damagingly of all, Dow eae was discovered to have withheld 
internal concerns about the safety of breast implants. Bernard M. Patten, a neurologist and 
one-time colleague of Gerow and Cronin, published a series of articles in which he related 
breast implants to neurological and immunological problems.“ Although his attempts to 
expose the dangers of silicone were rejected by aesthetic surgeons, it was revealed that as 
early as 1954 an in-house study by Dow Corning found that silicone had a high level of 
toxicity. It seems that not all the laboratory dogs were ‘fine’. Silicone fluid injected into the 
dogs had migrated to major organs, ending in i death of one animal and the development of 
serious inflammatory disease in three others.“ Patten was adamant that Dow Corning was 


aware that silicone caused both inflammation and autoimmune diseases. The company denied 
being aware of such studies, although it acknowledged the possibility that implants might 
rupture.’ A full-scale reputational battle was played out between Dow Corning and the media 
as well as in the courts.” 


According to his own emotive testimony, Patten was dismissed as a ‘junk scientist’ by the 
American Society of Plastic and Reconstructive Surgery (ASPRS) because he challenged the 
safety of silicone. He now offers support and advice to women seeking compensation and 
treatment for the side-effects of implantation. Internal memos showed that not only Patten but 
also several other members of Dow Corning’s staff questioned the safety of silicone implants, 
but that those concerns were kept under wraps.2! When this evidence was exposed, the 
Commissioner of the FDA, American paediatrician David Kessler, issued an immediate 
moratorium on silicone implants. He explained the decision in an article for the New England 
Journal of Medicine, stating that too little was known about the dangers of silicone implant 
rupture: 


The link, if any, between these implants and immune-related disorders and other systemic diseases is also unknown. 
Serious questions remain about the ability of manufacturers to produce the device reliably and under strict quality 
controls. Until these questions are answered, the FDA cannot legally approve the general use of breast implants filled 


with silicone gel 82 


Only women ‘whose need for them is most urgent’ were to be allowed silicone breast 
implants. In the case of cancer patients and others who needed implants for reconstruction 
purposes, the FDA judged that the risk-benefit ratio ruled in favour of the use of silicone 
implants.®° ‘Certainly as a society,’ Kessler concluded, ‘we are far from according cosmetic 
interventions the same importance as a matter of public health that we accord to cancer 
treatments.’®4 The moratorium on silicone implants was not because implants had been found 
to be dangerous, but because they had not been proved safe, a muddy logic that did little to 
pacify implant opponents. Litigation continued and, though breast implant manufacturers 
continued to deny any links between silicone implants and autoimmune diseases, the biggest 
class action settlement against manufacturers was finalised in 1994. The largest contributor to 
that settlement was Dow Corning. Amidst a further 20,000 pending lawsuits, the company 
subsequently filed for bankruptcy. 


However, less than a decade later silicone implants were back on the market. Since the ban 
numerous studies had been undertaken, directed by the FDA as well as individual interest 
groups, to establish whether there were scientific links between silicone implants and illnesses 
that included not only ‘arthralgias, lymphadenopathy, myalgias, sicca symptoms, skin changes, 
and stiffness’, but also ‘cancer, definite or atypical connective tissue disease, adverse 
offspring effects, or neurologic disease’.8° In 1997, the IOM carried out a comprehensive 
evaluation of the evidence for the association of breast implants — silicone and saline — with 
human health complaints.®/ It acknowledged that studies of the toxicology of silicone since the 
1940s ought to have been more long-term and qualitative, but that the overall findings were not 
harmful in the usual quantities and exposure. The rupture and degeneration of breast implants 


was likely at some stage during their life-span. But there was no proof of a connection between 
ruptured implants and any kind of systemic condition. Reviewing seventeen epidemiological 
reports of connective tissue disease in women with breast implants, the authors found ‘no 
elevated relative risk or odds ratio for an association of implants with disease’.®8 More 
specifically, the charge that there was a unique condition associated with breast implant 
rupture was entirely rejected: 


Evidence for this proposed disease rests on case reports and is insufficient or flawed. The disease definition includes, as a 

precondition, the presence of silicone breast implants, so it cannot be studied as an independent health problem. The 

committee finds that the diagnosis of this condition could depend on the presence of a number of symptoms that are 

nonspecific and common in the general population. Thus, there does not appear to be even suggestive evidence for the 

existence of a novel syndrome in women with breast implants. In fact, epidemiological evidence suggests that there is no 
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novel syndrome.~= 
There was one caveat, relating to ‘local problems’ associated with silicone migration, and an 
acknowledgement that long-term quantitative studies were lacking. Overall the report found 
that the evidence silicone breast rupture could ‘cause neurologic signs, symptoms or disease’ 
was ‘lacking or flawed’. All that was certain were the usual local hazards linked with breast 
implant surgery: asymmetry, pain, atrophy of the skin, calcification and hardening of the 
implants, the appearance of chest wall deformity, delayed wound healing, extrusion of the 
implant through the skin, haematoma, damage to tissue or implant, toxic shock syndrome, 
inflammation, irritation and infection, and necrosis of skin around the implant. 


Since there was no established link between silicone and disease, these hazards were not 
enough to keep silicone off the market. The complaints of many thousands of women were 
dismissed because they were not scientifically verifiable, or ‘not consistently associated with 
objectively physical signs or laboratory abnormalities’. Subjective experiences listed by 
women were similar to chronic fatigue syndrome and fibromyalgia, both common to the wider 
female population (especially in ‘young to middle aged women’), and also associated with 
‘concurrent psychiatric disorders’.2! In short, it was now possible to argue that just as women 
sought cosmetic surgery because of psychiatric problems (principally feelings of inadequacy 
about having small or drooping breasts), those same psychiatric problems would lead them to 
be unhappy with the outcome and perhaps even to imagine a range of psychological and 
physical ailments. 


Despite negative publicity and lawsuits there was a dramatic increase in the number of 
cosmetic breast implants when the moratorium was lifted, albeit under the auspices of the FDA 
and with a recommendation from the IOM of continued research and better tracking of 
recipients. According to ASPS, over 132,000 women received silicone breast implants in 
1998 alone; an underestimate, one source has suggested, as increasing numbers of non-surgeon 
physicians began to perform cosmetic surgery.2* Having reintroduced silicone implants, the 
FDA’s website makes a significant disclaimer: 


Studies to date do not indicate that silicone gel-filled breast implants cause breast cancer, reproductive problems, or 
connective tissue disease, such as rheumatoid arthritis. However, no study has been large enough or long enough to 


completely rule out these and other rare complications.22 


In other words, the FDA has pushed responsibility for implants back on the consumer. ‘Breast 
implants are not lifetime devices’, it warns. ‘The longer a woman has them, the more likely she 
is to have complications and need to have the implants removed or replaced. Women with 
breast implants will need to monitor their breasts for the rest of their lives.’™4 


PIP and deja vu 


Thus far I have dealt principally with the North American context, since that is where breast 
implants were first popularised. Yet in the 2000s, a remarkably similar debacle over the ethics 
and safety of silicone breast implants took place in the UK, Europe and parts of South 
America. This time the cause was a more explicit case of fraud and ethical negligence. There 
are parallels, too, with the North American case in the lack of regulatory framework in which 
cosmetic surgery has flourished. And an attitude towards cosmetic surgery that similarly 
promotes consumer choice as a positive way for women to overcome perceived physical 
defects, while subsequently rejecting many perceived physical and psychological problems. 
An added nuance in the UK has been the moralising judgement associated with aesthetic as 
opposed to reconstructive breast implants, thanks to the enforced involvement of the National 


Health Service (NHS) in rectifying the work of private clinics. 


Debbie Lewis, a hairdresser from Buckinghamshire, underwent breast augmentation surgery 
in 2004. Like Lindsey she had recently separated from her husband and she decided breast 
implants would increase her self-esteem. As in the case of Lindsey, we hear her story only as a 
result of media interest. Lewis’s decision to have breast implants was psychological. She 
wanted to ‘treat’ herself after a difficult time in her life, seeking the ‘pleasure’ and ‘self- 
confidence’ that large breasts promised. The surgery cost Lewis £4,000. Within a year she had 
the implants changed twice, enduring the pain and discomfort of the surgery and its after-effects 
because of problems with the implant. First, Lewis had experienced capsular contraction. Then 
she discovered that one of her implants had ruptured and leaked its contents into a lymph node. 
After an operation lasting an hour and a half, in which her swollen lymph nodes were removed 
along with the implant, Lewis’s surgeon reported that ‘the implant shell looked like a thin 
beach ball. It was not a good quality product.’ 


The implant removed from Lewis’s body, at an additional cost of £6,000, was produced by 
Poly Implant Prothése (PIP), the French company at the centre of the latest breast implant 
scandal. PIP’s products have been banned throughout Europe from 2010, amidst complaints 
that rupture and degradation levels were double that of similar implants. Lewis was one of 
40,000 British women who received PIP implants that were later discovered to be made not 
with medically approved silicone, but with industrial grade silicone — the kind used to stuff 
mattresses — as well as chemicals Baysilone, Silopren and Rhodorsil, most commonly used as 
fuel additives and in the manufacture of industrial rubber tubing.“ In December 2013 the 
founder of the PIP distribution company, Jean-Claude Mas, was found guilty of aggravated 
fraud and sentenced to four years in prison by a court in Marseilles. 


The PIP incident prompted a UK review into whether the cosmetic surgery industry should 
be regulated, with the government eventually agreeing to remove PIP implants from affected 
women on the NHS. The case was of concern to more than 400,000 women throughout the 
world, not only in Britain but also in Brazil, Venezuela, Argentina, Italy, Germany and Spain. 
From 2009 an abnormally high level of ruptures began to be reported by other women, such as 
Debbie Davies from Liverpool, who described how one of her PIP implants had ruptured: ‘so I 
have silicone going around my body. It is in my lymph nodes and I have lumps of it on my neck 
and in my chest. They are literally killing me.’2? In this case, the lack of scientific ‘proof’ that 
silicone could cause illness was not reassuring — particularly since the implant did not contain 
only medical grade silicone. As a result of the scandal, recipients of PIP implants have been 
advised to have them removed in case of rupture. Though not on the US scale, class-action 
suits are being pursued by thousands of patients against clinics and surgeons that supplied the 
faulty implants. 


How did this crisis happen? In the UK breast implants are regulated under a European Union 
medical device directive. Until the 1990s, each of the EU countries had its own approach to 
evaluating medical devices, though a Conformité Européenne (CE) mark given in any one 
country meant that the device could be sold throughout the EU. Device approval in each EU 
country is overseen by a governmental agency — in the UK that is the Medical and Healthcare 
Products Regulatory Authority (MHRA). The MHRA was formed in 2003 with the merger of 
the Medicines Control Agency (MCA) and the Medical Devices Agency (MDA): though it has 
acknowledged the limitations of the current system of regulation, the evidence on safety and 
efficacy of new devices and procedures at the time they are introduced into the UK is 
‘variable,’ and the evidence base for most devices is ‘poor’.1 In the case of PIP implants, the 
content of the implants was changed after the original CE mark was awarded. This is only the 
tip of the regulatory iceberg: silicone implants used to enhance buttocks and calves, growth 
areas in cosmetic surgery, do not need to have a CE mark. They are not considered medical 


devices, and are therefore not covered under EU legislation. 


The MHRA did not release a Medical Device Alert concerning silicone gel implants 
manufactured by PIP until 2010, the year the implants were taken off the market. But France’s 
medical safety watchdog, then the Agence Francaise de Se’curite’ Sanitaire des Produits de 
Sante’ (AFSSAPS), was aware of increasing risks in 2006, the same year in which UK 
surgeons had been reporting an overly high rupture rate. Yet British surgeons continued to use 
PIP despite their concerns. Had there been any self-regulation earlier, or any governmental 
intervention in the UK, thousands of women would have been prevented from receiving unsafe 
implants.122 Like the American situation in the 1990s, the PIP scandal arguably occurred 
because the technologies involved were not appropriately monitored, and because the 
government in both instances was unwilling to get involved in the complex rights and 


responsibilities around cosmetic surgery.122 


In 2010, the Department of Health (DH) estimated that 40,000 women in the UK had 
received PIP implants, though a more realistic estimate is 80,000.4% Over 90 per cent were 
given for cosmetic reasons. Given that it was not only medical grade silicone that was in play, 


AFSSAPS, MHRA and other interested agencies carried out tests to assess the genotoxicity of 
the gel. So far, those tests have not revealed any hazards in humans.42 The DH final expert 
report on PIP implants acknowledged that PIP implants were substandard and had an increased 
rate of rupture, but maintained that there was no evidence of any significant risk of clinical 
problems in that event.12 


More than 95 per cent of PIP implants were fitted by private and unregulated clinics. Those 
clinics have since been criticised for cut-price deals, giving unrealistic expectations to 
patients, and aggressive selling practices that include time-limited deals, financial 
inducements, packages (like ‘buy one get one free’ or mother/daughter deals), and offering 
cosmetic procedures as competition prizes.122 The DH report shows how a largely unregulated 
cosmetic surgery industry has emerged in the UK, where for a price a woman (or less 
frequently a man) is provided with aesthetic bodily improvements through a ‘routine operation’ 
that will change their lives for the better. The Harley Medical Group, one of the leading 
private clinics, advertises a range of ‘popular’ procedures to ensure that patients receive ‘the 


body confidence and boost in self-esteem that [they] deserve’ 108 


In 2013, after a series of disputes about whether the NHS was morally obliged to remove 
implants inserted by private clinics, a judgement was made in favour of removal. The NHS in 
Wales will fund removal of PIP implants and their replacement with ‘safe’ alternatives. 
However, the NHS in England will only fund the explantation or removal of the implants; 
except in exceptional circumstances, any replacements are made at a patient’s own expense.1 
This situation raises a series of further ethical dilemmas related to the moral obligation of the 
NHS and the problematic interrelation between private and national health-care sectors. 
Indeed, the PIP debacle raises several contentious questions. How did PIP sell thousands of 
implants worldwide for nearly a decade before its implants were found to be unsafe? There 
has been no consistent record kept of women who have received implants, nor of the impact of 
those implants on the psychological and physical health of those concerned — despite the fact 
that breast implants are increasingly associated with poor mental health. Meanwhile the 
subjective reports of thousands of women are dismissed out of hand. 


In 2013 the Medical Director of the NHS, Sir Bruce Keogh, published a Review of the 
Regulation of Cosmetic Interventions (2013) that explored the condition of UK cosmetic 
surgical (and non-surgical) beauty treatments. Though it was prompted by the PIP debacle, 
‘which exposed woeful lapses in product quality, after care and record keeping’, the Review 
was also concerned with cosmetic interventions across the sector. It revealed ‘widespread use 
of misleading advertising, inappropriate marketing and unsafe practices’, not only in cosmetic 
interventions, but also in non-surgical interventions like dermal fillers and Botox. These can 
lead to scarring, tissue damage, blindness and facial disfigurement, but consumers have ‘no 
more protection and redress’ in that event ‘than someone buying a ballpoint pen or a 
toothbrush’ + 


Despite the findings of Keogh’s Review, private clinics continue to be largely unregulated. 
Their advertising takes it for granted that women seeking breast augmentation suffer low self- 


esteem because of the way their bodies look or have problems with ‘body confidence’. They 
might just want ‘better shaped breasts that are in proportion with the rest of her body’, as one 
cosmetic surgeon puts it on his website, or to ‘restore the natural fullness to their breasts and 
feel confident in their bodies again’, in the words of the Harley Medical Group — especially if 
they have ‘aged’ or have breast-fed children and endure drooping, sagging breasts.4/4 For a ‘no 
obligation’ consultation with a specialist, those women could be well on the way to towards a 
younger and more attractive version of themselves. If a woman can ‘fix’ themselves this easily, 
this painlessly and conveniently, then why not turn to breast augmentation, just as she might try 


a new moisturiser or hair treatment?/2 


Cosmetic surgery adverts on bill-boards, at train and underground stations and in magazines 
reassure potential patients that these are everyday operations performed by highly skilled and 
experienced professionals. For example, surgeons at the Harley Medical Group ‘perform 
hundreds of breast surgery operations every year’.4/4 Surgical expertise is stressed above any 
social or psychological implications. It is extraordinary that serious medical procedures 
involving general anaesthetic and its accompanying risks have been framed as lifestyle 
consumer choices.’ Perhaps unsurprisingly the ethics of the cosmetic surgery industry have 
come under attack as a public consultation showed strong support for a ban on cut-price deals 
and aggressive selling by sales staff that takes place before any consultation with a surgeon. 
Keogh’s Review acknowledged that procedures should not be sold as a ‘commodity’ and also 
that that the current regulatory framework did not ensure patient safety or best practice.U® The 
BAAPS has also argued that people have been misinformed about the risks and likely 
outcomes of cosmetic surgery by salespeople who work to targets rather than by qualified 
surgeons.“ It was not until 2012 that medical revalidation was introduced to monitor 
surgeons’ skills and abilities. Prior to that surgeons were able to certify themselves competent 
in a procedure, which most ‘clients’ seeking cosmetic surgery would take at face value. 
Keogh’s Review found that over 91 per cent of people would presume the surgeon was ‘fully 
qualified’ in whatever procedure she — or usually he — was going to undertake.8 As part of a 
regulatory overhaul Keogh recommended that the Royal College of Surgeons of England (RCS) 
should establish a Cosmetic Surgery Interspeciality Committee to regulate and monitor the UK 
cosmetic surgery industry, set standards for training and practice, ensure competence of 
surgeons, establish a clinical audit database, and work with the Parliamentary and Health 


Service Ombudsman on dispute resolution. 


Despite Keogh’s report, and the problems it highlights regarding the practice and monitoring 
of cosmetic surgery, there has been little impetus on the part of the British government to 
address its recommendations."!2 This is rather different from the American and even the French 
governmental response, where reactions to scandals have included a tightening up of surgical 
and non-surgical cosmetic treatments./22 UK resistance to monitoring cosmetic surgery is not 
new. Melanie Latham has shown how breast implant risks were highlighted to the UK 
government over many years prior to the PIP scandal. A National Care Standards Commission 
(NCSC) Report, published in June 2003, catalogued the ways in which some cosmetic surgery 


clinics in London did not adhere to the most basic legal standards./#! Better self-assessment 


and self-regulation was recommended rather than governmental intervention. Even earlier, 
fears about leaking silicone breast implants were rife in the UK in the 1990s just as they were 
in the US. In June 1994, Ann Clwyd MP introduced an unsuccessful cosmetic surgery bill to 
establish minimum standards of training and practice for cosmetic surgeons. As a response the 
government set up the National Breast Implant Register to collect data on those who had 
undergone breast implant surgery. This was closed in 2006 due to poor take-up and lack of 
government funding.“ In 2012, Clwyd introduced another Private Members’ Bill in pursuit of 


minimum standards in cosmetic surgery, but it got no further than its first reading +3 


Whether things will be different in the wake of the PIP scandal remains to be seen. There has 
been an increase in demand for implants manufactured in the UK. The Glasgow-based 
company Nagor, for instance, experienced a 30 per cent increase in sales in 2012 alone.1%4 
Choose your implant as well as your surgeon carefully, women are now being told as ‘good’ 
consumers. Unfortunately the social and psychological reasons why women might be choosing 
implants are ignored and the emphasis placed on surgeons to self-regulate. The RCS has 
published its own statement of standards for cosmetic practice. The guidelines suggest 


individual surgeons should: 


Discuss relevant psychological issues (including any psychiatric history) with the patient to establish the nature of their 
body image concerns and their reasons for seeking treatment. They should not at any point imply that treatment would 
1235 


improve a patient’s psychological wellbeing. 

Moreover, surgeons should consider whether a psychological assessment is necessary before 
operating, as well as ensuring that any advertising around cosmetic surgery is honest and not 
doctored in any way. These guidelines represent an apparent attempt by the RCS to protect its 
professional reputation by distancing itself from poor standards, false advertising and bad 
practice. Yet as Professor Norman Williams, former President of the RCS, acknowledged in 
2013, the RCS is not a regulator, nor a legislator. Without governmental intervention it is 
unclear how far cosmetic surgery standards can or will be improved.12° 


Conclusion: from patient to consumer — liberation or liability? 


Timmie Jean Lindsey, the world’s first silicone breast implant recipient, is now in her eighties 
and working nights at a care home. Many of the women that were subsequently enlisted in 
Cronin and Gerow’s trial, including relatives and friends of Lindsey herself, apparently 
became ill after the procedure. Some died, allegedly because of the leaking silicone, though as 
this chapter has shown, such claims are unsubstantiated.12’ Lindsey has come to terms with her 
own implants, despite her pain and discomfort: 


You can feel the prostheses if you press, but I have enough breast tissue so it really isn’t that noticeable. And they’ve 


aged, like I have. They haven’t stayed straight up and perky; they’ve drooped, too. They feel like part of me now.128 


Cosmetic surgery remains one of the fastest growing medical specialisms, with ‘lunchtime’ 


treatments for non-surgical interventions (Botox to stop lines from forming, fillers to ‘fill them 
out’) and surgical interventions being packaged as self-improvement in a way that only a 
century ago would have been unconvincing. Small or saggy breasts, bent penises, stretch- 
marked bellies and long labial lips have been redefined as clinical anomalies rather than facts 
of life. Living with such ‘deformities’ is linked to depression and a lack of confidence. 


The PIP breast implant scandal, like others before it, has not prevented women and men 
from calculating that a desired outcome — a perkier, tighter, bigger, smoother or thinner 
appearance, which presumably is hoped to lead to a better relationship, job or quality of life — 
is worth the financial outlay and risks that include pain, discolouration, loss of nerve 
sensitivity, tissue necrosis and even death. What does it say about our discomfort and dis-ease 
as a nation that we take these risks? And how has it become a personal preference, or a matter 
of women ‘choosing wisely’ when undertaking breast implants in the private sector when their 
decisions are, according to the Keogh Review, often based on a lack of information or a 
misunderstanding about the risks and guarantees involved?!2? 


This chapter has focused on the construction of need as identified by the medical profession 
— psychiatric and surgical — and there are important reasons for this. The story of why women 
might seek breast implants, now or in the 1950s, is a long and complex one. It is too simplistic 
to see women as passive recipients of cultural dictates — to be fatter, thinner, smaller or larger- 
breasted — and yet we know that the steady drip of negative images and self-hatred has 
devastating effects on a woman’s psyche.+2 We also know that body image is a major factor in 
women’s choices to have cosmetic surgery, and that this is a feminist issue. Around 91 per cent 


of all cosmetic surgery carried out in the UK takes place on women’s bodies.+2! 


Traditionally the story of silicone breast implants is told from a number of distinct, 
polarised perspectives; from the viewpoint of the surgeons, keen to deliver on women’s 
expectations and to develop their skills; from the manufacturers that develop and deliver 
products; or from women themselves, often left feeling damaged and debilitated by botched 
operations or mysterious illnesses.12* We are used to thinking of female patients as victims, 
with their bodies colonised, their minds conned into thinking that breast implants will lead to 
contentment.22 But within feminist scholarship, the rise of breast implants is problematic, 
especially among women who do not self-identify as intellectually downtrodden or 
uneducated.4“4 In Reshaping the Female Body, Kathy Davis has noted the phenomenon of 
rapid cosmetic surgery take-up among educated and avowedly feminist women. Despite the 
fact that their surgeons are predominantly white, male and middle-class, some have seen this as 
evidence of women embracing the potential for personal transformation as a political act. 
Cosmetic surgery becomes a means for women to create new identities, as their notions of 
what is ‘real’ become transformed by surgically generated versions of themselves. Of course 
those new identities are inherently and indisputably gendered, as well as projecting a 


predominantly white and Western notion of attractiveness.1°° 


It is hard not to see breast implants as symptomatic of the cultural and aesthetic demands of 
patriarchy, a mechanism that demands compliance by (literally) getting beneath the skin of 


women, and holding up impossible ideals of youth and beauty to which women feel 
subjected.4“ A disproportionately high number of implant patients report distress over their 
appearance. Studies have shown that most women who undergo breast augmentation have also 
undergone psychotherapy, suffered low self-esteem, depression and body dysmorphia./“’ Other 
studies report that women seeking breast implants were almost three times more likely to 
commit suicide than those who do not. And breast implant patients are more frequently 
associated with depression and suicide than any other kinds of cosmetic surgery patients.‘ 
Susie Orbach has suggested that the self-hatred or criticism of an individual towards a specific 
body part reflects some latent and unresolved childhood conflict that is manifested or 
symbolised by that body part“! Like operations to alter ‘unsightly’ labia or replace the hymen, 
these kinds of procedures strike at the heart of femininity and suggest a degree of self-hatred 
towards the female body that is startling in its extremity. 


As this chapter has shown, technological and surgical developments and decisions never 
take place within a vacuum but are inherently political. So, too, are ideas about psychological 
need and technological safety. The treatment of women as consumers and patients by the 
surgical profession needs to be addressed, especially since many breast implant recipients feel 
ignored or neglected by those professionals they have consulted. In this context, debates around 
scientific ‘proof’ are less important than the fact that women’s physical and psychological 
suffering is hystericised in the twenty-first century just as it was in the nineteenth.“ There are 
similarities in the gendering of power and authority around breast implants and other health 
concerns that affect women, including the use of oestrogen in cases of osteoporosis, the 
diagnosis and treatment of fibromyalgia as a disease entity and the treatment of pre-menstrual 
syndrome.4? Few cosmetic surgeons today are women, and the profession remains male- 


dominated.“ 


The overwhelming evidence is that bigger breasts rarely, if ever, bring a better life, more 
luck in love or a more successful lifestyle. In fact they are more likely to bring additional pain 
and suffering, both psychological and physical. There is no ‘quick fix’ for most of the 
symptoms that take women to the cosmetic surgeon. And yet many of us still dream that a 
‘better’, more youthful body will bring these things. We cannot dissociate breast implant 
surgery from the aspirations of the culture in which it takes place or the professional structures 
that perpetuate and maintain it. Nor can we ignore the profiteering that takes place on and 
around female bodies and the governmental and institutional frameworks that we expect to 
guide the ethical principles of a — still — unregulated industry. 


Breasts are not unchanging and immutable signifiers of womanhood: they evolve from 
puberty, through sexual maturity, motherhood, childbirth and breastfeeding as well as during 
illness or fluctuations in weight and age. They change depending on what clothes are worn, 
what cosmetic enhancements are used, what body modifications or artwork might adorn them. 
In 2011 the photographer Laura Dodsworth interviewed 100 women between the ages of 19 
and 101 to ask them how they felt about their breasts and to produce a photo gallery that was 
somewhat removed from idealised surgery adverts or the airbrushed pages of The Sun 


newspaper.“ In an interview with The Guardian, Dodsworth suggests that ‘while breasts are 


interesting in themselves, they are also catalysts for discussing relationships, body image and 
ageing’. Physically and psychically, breasts are marked with women’s experiences as human 
beings. They are part of what Susan Bordo, in another context, calls the ‘complex 
crystallizations of culture’; lenses through which we can see both the expectations and 
pathologies of cultural ideals and the ways in which individual women respond to those ideals 
as evolving and embodied human beings.““° Breasts are far more than pillows, then. They are 
stamped passports of women’s interactions with the world. 
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20 
CANCER SCREENING 


David Cantor 


When in 1951 the United States Commission on Chronic Illness defined screening as ‘the 
presumptive identification of unrecognized disease or defect by the application of tests, 
examinations, or other procedures which can be applied rapidly’, it sought to promote a 
relatively new way of detecting disease.t Screening, the Commission explained, aimed to sort 
out apparently well persons who probably had a disease from those who probably did not. It 
was not a diagnostic test since persons with suspicious findings had to be referred to their 
physicians for diagnosis and necessary treatment, nor was it yet available for many diseases. 
The Commission noted that the most commonly used screening tests were blood glucose 
determination for diabetes, a serological test for syphilis, radiography for chest pathology, and 
cytology for cancer detection. The last of these referred to the Pap test used to screen for 
cervical cancer. 


The Commission on Chronic Illness constituted an unprecedented post-war effort to 
establish chronic illness, including cancer, at the heart of American health policy.* As the 
historian George Weisz argues, it pressed for massive investment in research into chronic 
disease, regular physical examinations, support for more rehabilitation facilities, and a new 
emphasis on prevention rather than cure. It also pushed for keeping the chronically ill at home 
instead of institutionalizing them; for providing care for them in general, rather than chronic- 
care, hospitals; for building nursing homes for those unable to live at home but not requiring 
medical care; and — most important for this chapter — for developing mass multiphasic 
screening technologies to detect diseases cheaply in their early and treatable stages. The 
history of cancer screening was part of this broader shift in interest towards chronic disease in 
the mid-twentieth century, and was to be supported by an extraordinary growth of government 
and private funding. 


The focus of this chapter will be the development of screening programmes in the United 
States, and especially those for breast and cervical cancers. But screening was not simply an 
American development, nor was it to be limited to these two cancers. Advocates of the 
practice in North America and Europe argued that there was a vast reservoir of undetected 
cancers or pre-cancers, which posed a real threat to the success of efforts to reduce mortality 
and morbidity. It was not sufficient, in their view, to interpret the absence of clinical cases as 
the absence of disease or a precondition, nor was it sufficient to view rises in clinical cases 
over time as evidence of the effectiveness of cancer screening programmes. The presence of 
cancer or precursors in a population was like an ‘iceberg’ in that most cases were invisible, 


hidden below the surface. Screening seemingly healthy populations would, the argument went, 
help to detect more of these hidden cases at an earlier phase in their natural history than could 
be achieved by other methods of early detection. The promise seemed to be borne out when 
mammography joined cancer screening in the 1960s, followed by colonoscopy for colon 
cancer, the PSA test for prostate cancer, and genetic screening for some cancers. Yet by the 
beginning of the twenty-first century this promise had not been realized; only a few cancers 
were subject to screening programmes. 


Before screening 


Screening for cancer had roots in early-twentieth-century programmes of early detection and 
treatment, which aimed to catch a growth as early in its life as possible, ideally before it 
turned malignant, and to treat it the moment cancer or something that might turn into cancer was 
discovered. Physicians had long urged people to see their doctors as soon as they spotted 
something wrong, but until the twentieth century the message was not promoted consistently, 
nor was there agreement as to the best therapeutic interventions. Some advocated surgery. 
Others saw it as risky and to be avoided, especially in advanced and internal cancers. 
Physicians thus used a mix of other interventions — including herbal remedies, caustics (which 
ate away surface tumours and surrounding tissue), palliation and advice on prevention, 
including recommendations on diet, lifestyle, and exposure to environmental and occupational 
carcinogens. In the early twentieth century, however, surgery came to take centre stage, joined 
by x-rays (discovered in 1895) and radium (1898). Other therapeutic and preventive 
interventions began to be marginalized. 


The dominance of surgical approaches to cancer was to be a major factor in the emergence 
of programmes of early detection and treatment. A key moment was the late-nineteenth-century 
development of the radical mastectomy by the Johns Hopkins surgeon William Stewart 
Halsted.4 Halsted based his operation on the belief that breast cancer spread in a centrifugal 
manner from the primary tumour to nearby structures. In his view, most surgeons did not 
remove sufficient mass, and so left some cancer tissue within the body to become the source of 
recurrences. To catch these remnants, surgeons had to cut more aggressively, he claimed. They 
had to remove not only the breast but also surrounding body tissues including the skin, 
neighbouring lymph nodes, muscles, and parts of the rib cage or shoulder. 


Halsted’s methods rapidly became central to breast cancer therapy in the United States. His 
students colonized leading American hospitals and medical schools, trained their own students 
in his approach, and applied it to other cancers. Halsted’s students were among the founders in 
1913 of the first US national campaign against cancer, the American Society for the Control of 
Cancer (ASCC). Adapting the local, centrifugal model of breast cancer to broader anti-cancer 
programmes, the ASCC began to promote early detection and treatment of the disease or its 
possibility. The window of opportunity for successful treatment was short, the ASCC claimed; 
patients had to go to their physicians as soon as the disease or its possibility was identified, 
before it spread out from the local site, and physicians had to act with urgency.2 


The problem, the ASCC argued, was that many patients got to their physicians too late: too 
many were ignorant of the early signs of cancer, it claimed, which could be subtle, and without 
sufficient pain or debility to prompt them to consult their physicians. But even if cancer was 
suspected, the ASCC worried that patients delayed out of fear of disease or its treatments, from 
fatalism, or because they were swayed by quacks, purveyors of patent medicines, or friends 
and family to seek inappropriate help. Even regular physicians were a problem. Too often, the 
ASCC complained, they were ignorant of the disease and its treatment, pessimistic about the 


possibility of successful treatment, or hesitated too long when confronted with cancer.® 


The ASCC began a nationwide education programme to transform public attitudes and 
behaviours towards cancer. It taught people about the ‘early warning signs’ of the disease, to 
go to a regular physician at the first suggestion of cancer and, from the late 1910s, to go for 
regular medical check-ups even if they felt well. They also warned the public of the dangers of 
quackery, of ineffective and hazardous home remedies, and of the bad advice of friends, family, 
the media, and ignorant physicians. Yet, as its educational programme took off in the 1920s and 
1930s, the ASCC became alarmed that its own efforts were actually exacerbating fears of the 
disease and its treatments and consequently encouraging delay. It also came to worry about the 
rare voices from within the organization that questioned the focus on early detection./ 


One such voice in the 1920s was James Ewing, the director of the Memorial Hospital in 
New York, who argued that early diagnosis alone was not sufficient to reduce the death rate 
from cancer. Surgeons, he claimed, knew that patients who came with an early diagnosis all 
too often did not undergo a complete cure. The cancer returned, or failed to go away, even after 
therapy. He further urged that public education campaigns should acknowledge that early 
diagnosis and the best treatment would still leave cancer a significant menace. Yet ASCC 
public education materials rarely, if at all, acknowledged such uncertainties. Diluting the 
message of early detection and treatment, the ASCC feared, would mean that many would to 
fail to go to their physicians.® 

So the ASCC’s education programmes continued to promote early detection and treatment. In 
addition, together with public and private agencies, it sought to establish networks of cancer 
clinics and hospitals into which patients might be channelled. The economic depression of the 
1930s frustrated these efforts, and in 1937 the Federal government established the National 
Cancer Institute (NCI) in part to help struggling cancer programmes by providing free loans of 
highly rare and expensive radium. The radium loan programme fell victim to medical anxieties 
about socialized medicine, but the NCI vigorously promoted the ASCC’s message of early 
detection and treatment in its public educational and medical training programmes in the 1940s 
and provided other support to help state and private organizations develop cancer control 
programmes.2 ‘The whole concept of “control” is different in cancer from the concept in most 
of the communicable diseases’, explained Austin Diebert, head of cancer control at the NCI in 
1950: 


We have no reliable mass screening technique for cancer, and its diagnosis and management ordinarily call for the 
services not of a single physician, but for a highly qualified team. Moreover, the cancer case is usually seen first by a 


general practitioner — and it is his diagnostic training and experience that often determine the outcome 12 


Unlike tuberculosis, common practice in cancer was for referrals to go not to the specialist, but 
to the general practitioner. All too often, Diebert suggested, the general practitioner’s training 
and experience was insufficient. Something had to change. 


Mass screening begins 


In the 1940s, mass screening joined the armamentarium of early detection and treatment, first in 
cervical cancer and then breast and other cancers. Its focus, to begin with, was almost entirely 
on women, and on what came to be known as pre-cancers — lesions that might (or might not) 
turn into cancer proper. Efforts to tackle cancer in men looked much more like the pre-war 
early detection and treatment campaigns than the screening campaigns that targeted female 
cervical and breast cancers. Some proposals for screening for lung cancer in the 1960s 
targeted cancers that then predominantly affected men. But, it was only in the 1990s, with the 
development of screening programmes against prostate cancer, that men became the object of 
screening. But even then there were differences with the screening programmes that developed 
in the 1940s for female cancers. Prostate cancer screening programmes tended to focus on 


detecting the presence of cancers rather than pre-cancers.! 


Screening aimed to extend the reach of early detection and treatment programmes from the 
individual patient to the population. Much as general practitioners and family physicians had 
earlier been encouraged to identify cancer (or its possibility) in an individual patient, who 
would then be referred on for more specialist diagnostic tests, so screening programmes aimed 
to identify cancer (or its possibility) among individuals within a given population, who would 
then undergo further diagnostic testing. Screening often happened in specialist centres rather 
than the general practitioner’s office, and the patient was sent on for further investigation only 
if cancer or a risk of it was identified. 


As before the war, surgery remained a major therapy, which became increasingly radical in 
the 1950s and 1960s, along with ionizing radiation which was often produced by new 
technologies such as cobalt, artificial radioisotopes, betatrons, linear accelerators and later 
cyclotrons./2 From the 1960s, these were joined by chemotherapy (initially for leukaemia and 
lymphomas, and later other cancers), immunotherapy and, from the 1990s, targeted therapy that 
was aimed at certain molecular ‘lesions’. Advocates argued that the effectiveness of screening 
programmes and of therapeutic interventions tended to be co-dependent: screening programmes 
would only reduce cancer mortality if there were effective therapeutic interventions and, 
conversely, therapeutic interventions were most effective if screening programmes identified 
cancers or pre-cancers at an early stage. 


Often screening was presented as a form of emotional management, reassuring patients 
between their tests that they did not have cancer or conditions that predisposed to it, or more 
problematically that they had cancers that were unlikely to do harm in their lifetime. This was 
not entirely a new idea. Since the 1910s, regular medical check-ups had been used to counter 
such fears, by reassuring patients that they did not have cancer in intervals between 


examinations or that a bodily anomaly was not cancerous. Ideally, screening offered similar 
reassurance.!2 However, from the 1970s public debates about the hazards of screening 
technologies (such as x-rays), the dangers of false positives (people identified by the screening 
test with the disease, but who did not have it) and negatives (people who had the disease, but 
were not identified by the screening test), and concerns about over-diagnosis tended to 
complicate such efforts at emotional management. 


Screening built upon older programmes of early diagnosis and treatment in another way in 
that it was often presented as a way of targeting conditions that might one day turn malignant or 
promote malignancy. Since the late nineteenth century, physicians had undertaken surgical 
interventions to remove sources of chronic irritation (such as warts, moles, or bad teeth, often 
thought to cause cancer) or more radical procedures such as the removal of a woman’s breasts 
upon the identification of pre-cancerous conditions such as cystic mastitis, proliferative 
lesions of the breast, and carcinoma in situ, all conditions that might (or might not) turn 
malignant..4 Mass screening would intensify this focus on pre-cancers in women, and 
coincided with a growing radicalization of cancer surgery in the United States and the 
promotion of the one-step method for breast cancer whereby surgery happened immediately the 
biopsy indicated cancer or pre-cancer, while the patient was still under anaesthetic. Tens of 
thousands of women went into surgery for a biopsy and came out without a breast. 


None of this should be read to suggest that the transition from early detection and screening 
was unproblematic.’ Although screening programmes often built upon the institutional 
structures created to promote early diagnosis and treatment, there were a host of organizational 
and technical questions involved in the transition to mass screening. Who should do the 
screening? Should resources be devoted to training a cadre of specialists for this purpose or 
should they rely on physicians to screen healthy people given fears that doctors were not 
interested in this work, would become bored, and do an inadequate job, if they did it at all? 
Could they develop mechanical methods of screening out individuals for specialist referral 
along the lines of mass radiography for tuberculosis? Finally, could cancer screening be 
combined with other screening programmes? In San Jose (California), and Brookline 
(Massachusetts) efforts were underway in the late 1940s to determine whether it made sense to 
combine screening for several diseases in one centre, since it seemed that some people who 
appeared for screening for one disease later turned up in screening clinics for others. Yet it 
was often unclear how cancer might be combined with such screening programmes. 


The Pap test 


The history of the Pap test — the first mass screening technology for cancer — illustrates the 
complexities of initiating screening programmes for cancer and the porous boundary between 
diagnosis and screening./° The Pap test or Papanicolaou test, named for its inventor, the Greek 
physician George Papanicolaou, began life as a biological research tool, before becoming a 
diagnostic one, and then a tool for screening. The story begins in 1917 when Papanicolaou 


published an article on the vaginal smear as an indicator of the stages of the oestrous cycle in 
guinea pigs. Papanicolaou wanted ova at particular stages of development for his research, and 
he turned to guinea pigs in the hope of obtaining clear indicators of cyclicity. He took smears 
of cells from the vaginas of guinea pigs over time, and found it was possible to establish the 
precise stage of oestrus. The Pap test thus began life as an indicator of biological activity. 


Papanicolaou’s cytological smear was quickly taken up by scientists interested in questions 
of reproduction, and emerged as a key tool in reproductive endocrinology in the 1920s and 
1930s. Then in the 1920s he identified what he called exfoliated cancer cells in human vaginal 
smears. Papanicolaou came to hope that this discovery would provide an opportunity to 
diagnose cervical cancer at an early stage in its development. Yet, the new technique did not 
get the same enthusiastic reception as his earlier biological test. His 1928 presentation to the 
Third Race Betterment Conference was poorly received. Papanicolaou blamed technical 
problems such as a lack of clarity in his staining method; the fact that pathologists preferred 
specifically localized tissue biopsy materials, with which they were more familiar than the 
exfoliated (free floating) cells of a Pap test; and because gynaecologists were more interested 
in cyclicity itself than cancer. It cannot have helped that the published version of the paper was 
full of typographical mistakes and badly reproduced photographs. 


Papanicolaou largely abandoned his interest in cancer detection and returned to 
reproductive endocrinological research that used the vaginal smear as a biological indicator. 
Then, in 1939, Joseph C. Hinsey, the new Chair of the Department of Anatomy at Cornell, 
encouraged him to turn once again to the problem of using the vaginal smear as a cancer 
detection tool, and he began a new collaboration with the gynaecological pathologist Herbert 
F. Traut. For much of the next decade Papanicolaou and Traut continued their research, 
supported by the Commonwealth Fund as part of a broad programme of research funding to 
reduce maternal mortality, and helped by a policy that required all women admitted to the 
gynaecological department of the New York Hospital to have a routine vaginal smear. 
Papanicolaou came to argue that the vaginal smear permitted diagnosis at a much earlier date 
than would have been possible with the biopsy technique that pathologists still preferred, and 
that many cases of cervical cancer at New York Hospital would have been missed without the 
practice of undertaking a routine vaginal smear of all patients.1® 


At this point, Papanicolaou framed his work as a tool for diagnosing malignancies at an 
early stage, when physicians claimed they could best treat them by means of surgery and 
radiotherapy. Nevertheless, pathologists continued to doubt the value of cytology in cancer 
detection before invasion occurred, arguing that, even if the smear technique was capable of 
such detection, they would not have time to review the large number of slides necessary to find 
a positive case. At a time when demand for all kinds of testing had expanded dramatically, 
adding cytological analyses to the workload of existing departments of pathology (which were 
generally located in hospitals and large out-patient facilities, where work centred on the study 
of suspicious tissue samples surgically removed for biopsy) seemed particularly formidable 
given that about 75 per cent of slides were expected to be ‘normal’ .12 


The turning point came in the mid-to-late 1940s, when the American Cancer Society (ACS — 


successor to the ASCC) and the NCI turned to the Pap test as a simple and cheap technique that 
could expand early detection and treatment programmes. Both organizations sponsored training 
programmes to teach how to read slides, and encouraged the use of the smear as a screening 
technology through conferences and disease incidence discovery studies. In the 1950s, the ACS 
and the NCI initiated large-scale Pap smear screening studies including, for example, one study 
of 95,000 women in Memphis.“ 


With ACS and NCI support, the Pap test began to mutate from a diagnostic test into a mass 
screening technology. The test came to involve fixing a cellular specimen from the cervix, 
which would be stained on a slide for visual interpretation, followed by efforts to identify 
morphologic changes of pre-cancerous cells. Patients with abnormal findings on Pap smears 
would then be referred for colposcopy (a procedure involving the use of a colposcope to 
examine a woman’s vulva, vagina, and cervix), and if necessary, cervical biopsy. Women 
would then be recalled for results and treatment. Earlier hopes of using pathologists and 
physicians to undertake screening gave way to a gendered division of labour between 
pathologists (often men) and lower-status cytotechnicians (often women) who did the 
screening. In addition, efforts to create universally valid classifications gave way to locally 


negotiated orders, since physicians found it difficult to agree on a standard diagnosis.~! 


The routine use of colposcopy had other consequences. It reduced the need to make the Pap 
test more accurate, countered criticism that exfoliated cells were not representative of the 
tumour, and formed the focus of a new specialty of gynaecologists who specialized in 
colposcopic diagnosis of cervical lesions. In some clinics a ‘see and treat’ approach emerged, 
in which patients with an abnormal Pap smear would be evaluated and treatment determined by 
colposcopy in the same visit — often promoted in low-resource areas or when patient non- 
compliance was anticipated. Such an approach provided not only a means of monitoring and 
detecting cancers and pre-cancers in women, but also of managing scarce resources since, the 
argument went, ‘see and treat’ meant that the overall cost of treatment should be less. 


Today, it is claimed that the Pap test has decreased the mortality of cervical cancer: the 
decline in cervical cancer mortality has closely paralleled the implementation of the Pap smear 
during the past 50 years. *? However, controversy exists as to the role of the Pap test in this 
decline, the frequency with which the test should be performed, how to incorporate human 
papillomavirus (HPV) DNA testing into screening procedures (HPV being recognized as a 
cause of some forms of cervical cancer in the 1980s), and the lack of applicability of 
programmes developed in the West for Third World countries or for low-resources areas, 
whose populations were often ‘under-screened’. Critics also came to worry about a tendency 
to over-treat given the relative ease with which suspicious cervical lesions could be 
eliminated and the popularity of ‘see and treat’. Cytological diagnosis cannot predict the 
course of a given lesion, and critics complained that a consensus had emerged that all 
suspected lesions should be destroyed if screening revealed abnormal readings. 


Mammography 


As with the Pap smear, mammography has roots in older programmes of early detection and 
treatment, in particular, efforts from the 1930s to promote x-ray examination as an accessory to 
physical examination for the diagnosis of breast cancer.”4 Yet at first x-ray examinations were 
not widely taken up. Despite technical innovations, such as double-emulsion film and breast 
compression to produce higher-quality images, mammographic films often remained dark and 
hazy, and the new techniques were not easily reproduced by others. In the late 1950s, the 
Houston radiologist Robert L. Egan used a high milliamperage-low voltage technique, a fine- 
grain intensifying screen, and industrial film to produce much clearer images that were easier 
to interpret and reproduce; Egan confirmed their value as a diagnostic tool in prospective 
clinical trials. Between 1956 and 1959, he and his colleagues at the M. D. Anderson Cancer 
Hospital took films of 1,000 women evaluated in the breast clinic who did not have obvious 
cancer on physical examination. Of the 245 breast cancers ultimately confirmed by biopsy, 
Egan had identified 238 by mammography. Nineteen of these cancers were in women whose 
physical examinations had revealed no breast pathology. With the backing of the ACS and the 
NCI, Egan’s work provided a basis for new efforts to routinely screen for breast cancer in 


otherwise healthy women.” 


Mammography started with high expectations of a new beginning in detecting early breast 
cancer or pre-cancers, but in the following decades it became the focus of highly politicized 
and public controversies over the value of screening to women in their forties, the dangers of 
x-rays, and the possibilities of over-treatment. What made this controversy all the more 
difficult was the multiplicity of US organizations making different recommendations, the 
involvement of Congress and the media, and the emergence in the 1960s of mammography as a 
sub-specialty within radiology, with a vested interest in the procedure. 


The difficulties can be traced back to 1963, when the National Cancer Institute began a trial 
of mammography screening. Conducted by the Health Insurance Plan (HIP) of New York, the 
1963 trial randomly allocated 61,000 women aged 40-64 either to annual screening for five 
years or to a control group that received usual care. The first results were published in the 
early 1970s, and suggested that screening reduced mortality from breast cancer in women over 
50, but that there was no benefit in screening women in their forties.2° In 1973, the Breast 
Cancer Detection Demonstration Project (BCDDP) — co-sponsored by the NCI and the ACS — 
established 29 centres across the country which screened 280,000 women over five years, 
without a control group, in an attempt to show the usefulness of mammography. 


By the mid-1970s, however, critics, such as the physician and statistician, John C. Bailar III, 
questioned the value of the HIP and BCDDP studies, especially in women under 50. Biases in 
the HIP study, Bailar claimed, led physicians to exaggerate the value of screening tests: routine 
mammography was likely to detect many slow growing lesions that were unlikely ever to 
become clinically significant, and there was the possibility the x-rays used in mammography 
might cause breast cancer. He concluded that the routine use of mammography in screening 
asymptomatic women might eventually take almost as many lives as it saved.2/ 


With Bailar’s criticism the focus of media reporting, the NCI appointed experts to review 


his criticism of the HIP trial.2® They reported to a public meeting of the President’s Cancer 
Panel on 19 July 1976 which failed to achieve agreement.2? Then the NIH convened a 
Consensus Development Conference in 1977 on screening mammography.22 The consensus 
panel recommended that women aged 35-39 should be screened only if they had a personal 
history of breast cancer; women aged 40—49 should be screened if they had a family history of 
breast cancer; and women aged 50 and older should be screened annually. The NCI ordered its 
contractors to follow the panel’s findings in screening women enrolled in the BCDDP, but did 
not issue a public health recommendation or guidelines about screening mammography for 
women outside of the BCDDP. The ACS endorsed the panel’s recommendations. 


Public consensus over screening for women under 50, however, broke down in the 1980s. 
The ACS diverged from the NCI and other organizations and recommended that women aged 
35-39 receive a baseline mammogram and that women aged 40-49 have a screening 
Mammogram every one to two years. In 1987, the NCI endorsed the new ACS 
recommendations, as in 1989 did the American College of Radiology and 11 other medical 
organizations.24 

But then, in 1993 the NCI withdrew its support for this policy following a meta-analysis of 
eight randomized controlled trials of mammography that included women in their forties which 
concluded that mammography had no demonstrable benefit. The decision led to a public rift 
between the ACS and the NCI.#4 


A second consensus conference was appointed in 1997 to assess new data from randomized 
trials in Sweden.*? The Swedish data suggested a statistically significant reduction in mortality 
for women who underwent mammography in their forties, and had prompted suggestions that 
the NCI’s 1993 decision should be reversed. However, the consensus panel reported in 1997 
that the available data did not warrant a single recommendation for mammography for all 
women in their forties: each woman should decide for herself whether to undergo 
mammography in consultation with her physician.4 

The result was a political firestorm.° As the Cancer Letter put it: ““Consensus” would be 
the wrong word to describe the aftermath’ of the conference.2° Amid a blizzard of media 
reporting on the subject, the US Senate unanimously passed a non-binding resolution on 4 
February 1997 urging the NCI to recommend regular mammography for women aged 40—49.2/ 
The following day its director was summoned before a hearing of the Senate subcommittee on 


Labor, Health, and Human Services where he was asked to reject the panel’s conclusions.=2 


The consensus panel’s role was only advisory: the next step was for the NCI to decide 
whether to implement the conclusions. The National Cancer Advisory Board (NCAB), which 
oversaw the NCI, formed a subcommittee to make a recommendation for endorsement by the 
full board against a background of continued Congressional pressure.22 The House Labor, 
Health and Human Services and Education Appropriations Subcommittee, which had oversight 
of NCI funding, held hearings at which Arlen Specter, the subcommittee chair, made it clear 
that decisions on the budget would be postponed until the NCI’s final recommendation about 


screening for women in their forties was issued. The political message was clear that the 
NCI’s budget depended on it, any further delay was unacceptable, and the NCI should reverse 
the decision of the panel which threatened insurers’ willingness to cover mammograms.“2 
Thirty-nine women members of Congress wrote to the NCAB claiming that without definitive 


guidelines women’s lives would be at risk. 


There was also pressure from professional associations, advocacy groups, and continuing 
media interest.4 The ACS expressed disappointment in the panel’s findings, and others, 
especially radiologists, strenuously criticized them.*? Hitherto the ACS had recommended a 
screening mammogram every one to two years for women in their forties. On 21 March 1997 it 
increased the recommended frequency to an annual mammogram.“ A few days later on 27 
March the NCAB’s subcommittee issued a statement (agreed by all members of the board but 
one) recommending that women aged 40—49 who were considered to be at normal risk should 
be screened every one to two years, that women at higher risk should seek expert advice on the 
frequency of screening and whether they should begin regular screening before age 40, and that 
women over 50 should continue to be screened every one to two years.” This recommendation 
was adopted by the National Cancer Institute the same day, and a joint statement was issued by 
the Institute and the American Cancer Society agreeing that ‘mammography screening of 
women in their forties is beneficial and supportable with the current scientific evidence’ .“© 
Statements of approval came quickly from President Bill Clinton and Department of Health and 


Human Services (DHHS) secretary Donna Shalala. The political crisis was diffused. 


For US women — as Figure 20.1 suggests — such machinations could be confusing, given the 
plethora of recommendations and of organizations offering recommendations and accusations 
of political and vested interests behind them, and the fact that European recommendations 
tended to favour starting screening at 50, and with longer intervals between screenings than in 
the United States. Whom should these women trust? Indeed, their confusion was not helped by 
continuing questions about the procedure.“ Thus, in 2007, the American College of Physicians 
issued guidelines that noted that while regular mammograms for women in their forties could 
reduce the risk of dying from breast cancer by a modest amount, a very high percentage of 
women could get false positive results that resulted in unnecessary biopsies, increased costs, 
and risks of injury. The College recommended that women in their forties and their doctors 
periodically evaluate their risk to guide screening decisions.2 Other studies also raised alarm 
bells. A 2008 Norwegian study in the Archives of Internal Medicine suggested that some 
invasive breast cancers might disappear without treatment, raising the possibility that some 
cancers detected by mammograms spontaneously regressed.~ 


The following year, a report in the Journal of the American Medical Association argued 
that after 20 years of widespread breast screening the promised health benefits had not 
materialized.22 Population-based screening had resulted in a substantial increase in the 
incidence of early disease with only a very slight decrease in late-stage disease. The latter 
finding was significant, because a crucial justification for screening was that identifying and 
treating early disease would lead to a commensurate fall in the number of late-stage cancers. 


But this had not happened, suggesting that screening detected many non-aggressive cancers that 
would not have progressed if not detected: there had thus been a dramatic increase in the 
numbers of individuals treated for cancer without necessarily improving the health of the 
population. Mammography had resulted in over-diagnosis and over-treatment. 





Figure 20.1 ‘?’m Confused’, Times Herald Tribune (Late Final South Edition), Middletown, 
NY, 13 February 1997, clipping from NIH, Office of the Director, Director of 
Disease Prevention, Office of Medical Applications of Research (OMAR). Image 
enhanced by Hank Grasso and the Cartoonist Group. Ann Telnaes Editorial 
Cartoon used with the permission of Ann Telnaes and the Cartoonist Group. All 
rights reserved. 


In November that year, an influential panel of medical experts, the US Preventive Services 
Task Force (USPSTF), kept the controversy alive when they published recommendations that 
most women should not begin routine mammograms to screen for breast cancer until the age of 
50, reversing guidelines they had issued just seven years before when they recommended 40 as 
the optimal age to start getting mammograms.2° Women aged 50 to 74, the report noted, should 
have mammograms less frequently — every two years, rather than every year. Doctors should 
also stop teaching women to examine their breasts on a regular basis, according to the 
guidelines issued by an independent panel of experts in prevention and primary care appointed 
by the DHHS. While some praised the new recommendation as sensible given the smaller 
benefit women under 50 derived from mammography, Health and Human Services Secretary, 
Kathleen Sebelius, urged women to make no changes in their screening strategies, the Senate 
approved an amendment to nullify the breast cancer screening recommendation, and the 
American College of Radiology asked that the recommendations on mammography be 
specifically excluded from health-care reform legislation — a reference to what became the 
Affordable Care Act of 2010.4 Some women’s groups, health-care advocates, and individual 
women saw the guidelines as privileging financial considerations over women’s health and a 
setback to decades-long efforts to reduce the mortality rate of breast cancer.22 Ironically, these 


recommendations brought the USA closer to many European countries, where support, 
including among women’s groups, for mammography for women in their forties had never been 
as strong as in the USA. 


Expert evaluation and public responses 


As screening programmes for cervical and breast cancer were established, the hope emerged 
that screening would be generalized across many cancers, eventually replete with algorithms 
for screening, follow-up, recall of patients for regular routine screening, and quality control 
measures.2° Programmatic screening of this sort came to be seen as more effective than 
opportunistic screening in which a patient sees a physician who chooses to screen or not to 
screen. But, by the 2010s, only a few other cancers had become the focus of mass screening 
programmes. There are no widely accepted screening guidelines for cancers of the 
oesophagus, stomach, pancreas, and liver. In ovarian, endometrial and lung cancers the focus is 
on people in high-risk groups, such as women with a known hereditary ovarian cancer 
syndrome (ovarian cancer), a suspected autosomal-dominant predisposition to colon cancer 
(endometrial), and long-term heavy smokers (lung). 


Of those cancers that are the subject of screening, some were little more than extensions of 
the pre-war programmes that recommended routine physical examinations by a physician. Skin 
cancer screening, for example, involved routine examination by a physician, generally a 
dermatologist, and the removal of cancers and precancerous growths, such as actinic keratosis 
and leucoplakia, through topical creams or minor surgery.2’ Others involved specialist 
interventions, such as for colon cancer, which involved routine colonoscopy every 10 years for 
people over 50, or shorter intervals for those with a risk factor for the disease. Colonoscopy 
began as a means of detecting malignancies and was later adapted to allow removal of 
suspicious polyps for microscopic examination.22 


The reasons why only a few cancers emerged for screening were complex and evolved as 
more cancers became candidates for screening. Some cancers seemed too rare to justify 
screening an asymptomatic population, while others (like prostate and some lung cancers) 
might do little harm to an individual with the disease during the reminder of their lifetime, 
making them controversial candidates for screening.22 In the case of prostate cancer, the 
identification of a link between prostate cancer and rising levels of prostate-associated antigen 
(PSA) in the blood seemed to promise a cheap, relatively reliable test for the disease, even 
allowing for a needle biopsy follow-up for those men who screened positive. But, it was not 
to be. Few efforts to extend screening to other cancers were to be as contentious as those for 
prostate cancer. Because of the high prevalence of latent prostatic cancer in older men, PSA 
tests detect some cancers that, in the absence of screening, would have remained asymptomatic 
during the remainder of the person’s lifetime. The problem was (and is) that there is often no 
way to know this from the PSA test alone, and as a result of the testing such men would be 
identified and subsequently treated in the same manner (and perhaps with the same urgency) as 


all other prostate cancers, sometimes with serious consequences — short-term disability, 
unnecessary financial costs, and long-term treatment-related side-effects. 


Debates also focused on the window of opportunity for early detection. Cancer experts had 
initially hoped that screening would extend efforts to identify cancers and pre-cancers early in 
their life, ideally before they turned malignant, what eventually came to be called a detectable 
preclinical phase (DPCP).© Part of the problem was to determine what constituted this pre- 
clinical phase, and the risks that a pre-malignant condition might turn malignant. If a screening 
programme was to work, the DPCP had to be longer than the recommended interval between 
screening tests. A shorter DPCP meant that screening tests could fail to detect pre-cancers 
before they turned cancerous. Other questions focused on the available therapeutic 
interventions — mainly surgery, radiotherapy, chemotherapy, immunotherapy and targeted 
therapy. Did they justify the costs and risks of screening asymptomatic populations? Experts 
struggled over whether available therapeutic interventions favourably changed the natural 
history of the disease, for example by reducing cause-specific mortality; and whether 
treatments were more effective if begun at a pre-symptomatic stage than at a symptomatic 
stage. What about those cases where treating at an early (pre-symptomatic) stage had no 
advantage over treating late (symptomatic) stage? Was screening (or treatment) justified? And 
who was to determine advantage, risk and cost? Some commentators transcended such 
equations to argue that screening was worth it if it only saved one life, or because it meant that 
patients were more likely to see the physician. 


Other questions focused on the availability of a suitable screening test, one that was 
accurate, acceptable to the population, fairly easy to administer, safe, and relatively 
inexpensive; an appropriate screening strategy for the target population (that is, the age to 
begin screening and a screening interval, not always an easy task to solve as the breast cancer 
controversies suggest); the scientific grounding of screening guidelines, ideally randomized 
controlled clinical trials, and whether they were economically feasible.®* For organizers of 
screening programmes there were practical questions of how to ensure high rates of 
participation from the target populations so that the programme had a chance of success; how 
to match national recommendations with local circumstance; how to promote programmes that 
were sensitive to individual patient and provider concerns while focused on issues at a 
population level; how to ensure prompt follow-up of positive tests with a diagnostic 
examination and prompt treatment of cases; how to ensure cost-effectiveness of the programme; 


and how to monitor and regularly evaluate screening programmes. 


The evaluation of screening was (and is) technically difficult, in part because of the problem 
of false positives and negatives. It was often easier to measure the effectiveness of efforts to 
identify people without the disease: individuals with positive tests tended to be subjected to 
further testing which meant that false-positive outcomes could be identified relatively shortly 
after the initial positive test results. Measuring efforts to identify people with the disease was 
more of a problem: although true positives, like false-positives, would be subject to further 
diagnostic evaluation and likely identified at an earlier stage, those with cancer but who tested 
negative would often be overlooked, because they generally would not be subjected to a 


diagnostic evaluation, which made it extremely difficult to calculate the false-negative rate 
generally. In practice, estimates of the ability of a test to identify those with the disease relied 
on long-term follow-up through cancer registries to determine which individuals were 
diagnosed with cancer within a fixed interval after a negative screening test, using cases 
diagnosed between screenings (interval cancers) as the criterion for a false-negative test 
result. 


Other questions focused on statistical biases that were likely to confound evaluation. One 
of the goals of a screening programme was to ensure that diagnosis occurred at an earlier stage 
of the disease or a precondition, and so reduce the diagnosis of advanced cancer and death 
from the disease. Statisticians, however, pointed out that studies that showed higher survival in 
screening-detected cancers compared with symptom-detected cancers did not provide 
sufficient evidence to support efforts to provide screening to the population. Survival might 
have been extended because the disease was identified earlier in its lifetime, and because 
survival was measured from the point of detection onwards. Put another way, if screening 
resulted in earlier detection of disease, but death occurred at the same time as it would have in 
the absence of screening, then there would appear to be an increase in mean survival 
associated with screening. But, this increase would be an artefact, and no increase had actually 
happened. This was (and is) referred to as lead-time bias. 


Other possible biases also emerged from the nature and goals of screening.© One related to 
the tendency for screening to be more successful at detecting slow-growing, less aggressive 
types of cancer, and to be less successful at detecting more aggressive, faster-growing types: 
length bias referred (and refers) to the greater likelihood of screening-detected cancers having 
a longer DPCP, and hence a greater likelihood of being detected. A second bias related to the 
possibility that screening might result in the detection of a cancer that would not have 
progressed to become symptomatic in the person’s lifetime (over-diagnosis). Such lesions, 
when detected, were indistinguishable from lesions that are, or evolve, to become clinically 
significant. A final bias — selection bias — occurred because individuals who participate in 
cancer screening are usually different from those who do not participate, and these differences 
affect disease outcomes. For example, it is claimed that compared with the population who 
does not undergo screening, those who do will be generally more health-conscious and 
healthier, more aware of the signs and symptoms of disease, have access to better health-care, 
and be more adherent to treatment. 


The development of such efforts to evaluate programmes, and the increasingly complex 
Statistical and methodological efforts to count various biases, as well as to distinguish between 
other criteria, such as between the ability of a specific test to identify people with the disease 
and the ability of the programme in which that test was embedded to identify them, were further 
complicated by concerns about the impact of screening on patients. For example, over- 
diagnosis and false-positives raised the possibility or probability that patients might be 
subjected to further unnecessary diagnostic and therapeutic interventions. The problem was 
that such interventions were often necessary for the system to work: screening was about 
populations of patients, as much as it was about detecting cancers in individuals, and false- 


positives and over-diagnosis were almost inevitable.© 


It should be clear by now that since the early twentieth century cancer authorities had 
attempted a broad social experiment which aimed to transform people’s attitudes and 
behaviours towards cancer by encouraging them to abandon earlier ideas and practices and to 
seek early detection and treatment for the disease from recognized experts, even in the absence 
of overt symptoms. From the start, the ACS and other cancer organizations had worried that 
such efforts were undermined by public ignorance and fear and by bad advice proffered by the 
media, family and friends, ‘quacks’ and ignorant physicians. Screening programmes developed 
after World War II in part in an effort to catch even more cancers at an early stage, but also to 
counter various groups and attitudes that undermined public faith in early detection and 
treatment programmes. Yet cancer organizations found themselves struggling at times to 
maintain public faith in screening. Concerns about the dangers of x-rays, over-diagnosis, 
unnecessary treatments, and the confusion of advice and recommendations from the many 
cancer organizations raised public anxieties about screening. Against such a backdrop, cancer 
agencies came to worry that they were failing to maintain public faith in screening programmes 
which threatened to undermine such programmes since they depended for their success on high 
rates of public participation. 


Paradoxically, at the same time that cancer agencies worried about maintaining public faith 
and participation in screening programmes, they also worried about impractical expectations 
and demands for services that agencies felt were unwarranted. The problem of managing 
excessive demands was not new, but can be traced back to the 1910s and concerns that 
unrealistic hopes of a cure would lead to disappointment and so undermine faith in the ASCC’s 
programmes of early detection and treatment and drive people to alternative treatments. Such 
concerns persisted into the era of mass screening, the anxiety being that screening programmes 
would be undermined by excessive hopes, or that people would undergo unnecessary or 
potentially harmful interventions. For example, although the USPSTF recommended in 2009 
that women under 50 years of age not undergo routine mammography screening, and that those 
between 50 and 75 years of age be screened less frequently, commentators lamented that by 
2014 screening rates had apparently held steady or perhaps even increased, a trend blamed 
variously on conflicting guidelines regarding mammography, the enduring habits of physicians 
who continued to recommend the procedure, radiologists’ preference for the status quo, fears 
of litigation should breast cancer be detected in the absence of screening, the mandating of 
screening coverage for women of all ages under the 2010 Affordable Care Act, and women’s 
emotional response to mammography.’ From this perspective the hopes vested in 
mammography led many to seek unnecessary, and sometimes dangerous, medical interventions. 


The problem was heightened by growing suspicions that screening had been oversold: the 
method had gained widespread acceptance despite a general lack of evidence for screening 
efficacy.“ While mortality from cervical cancer had fallen 75 per cent in the first three 
decades after the introduction of the test, the results in other cancers were not so clear, and 
controversies over prostate and lung cancer and backtracking over breast cancer continued to 
undermine confidence in the technology. Experts responded, at times, that the problem was that 


the public was not able to deal with the complicated sorts of decisions that screening 
interventions now demanded, and that emotions overwhelmed the public. This was (and is) a 
technology that might or might not help; it might lead to a cure of disease, or to an unnecessary 
surgical procedure, or it might miss a dangerous pre-cancer. And there were disagreements as 
to which populations might benefit from screening, and whether the price for individuals 
subjected to unnecessary procedures was worth it. 


To complicate matters further in the United States, as the discussion of mammography 
illustrates, there were multiple agencies offering recommendations and advice, and at times 
these recommendations did not concur about what counted as orthodoxy. Some agencies 
proposed screening for certain populations, others were more cautious, and the worry was that 
in the absence of agreement the public would be confused. In such circumstances the fine 
distinctions that experts developed in their efforts to evaluate screening tests and programmes 
could easily be swept aside. Experts feared that the increasingly public and politicized nature 
of the debate was undermining faith in any scientific evaluation of screening tests and 
programmes, at a time when mistrust of science and government was said to be growing. Yet 
experts were not immune from promoting such pressures when their own scientific evaluations 
were over-ruled, and commercial interests appeared to be fuelling public demands for 
screening tests that some experts felt were unwarranted or, as in the case of insurance 
companies, dampening demand that other experts felt were warranted.“ 


Conclusion 


Issues of uncertainty have been at the heart of disputes over cancer screening. Experts often 
disagreed over the effectiveness of screening, its safety, who should be screened and when, 
and over what to do if cancer or something that might turn cancerous was discovered. 
Confronted with a lack of expert consensus, how were policymakers or patients to decide 
which experts to trust? And how were they to deal with the chronic uncertainty that dogged the 
procedures? 


The question of what to do about growths and abnormalities that might or might not turn 
cancerous illustrates the point. Since the early twentieth century, pathologists had generally 
been able to identify the cytological signs of cancer in malignant growths. But small lumps 
composed of slightly unusual cells, abnormal cervical smears or polyps in the colon were 
more of a problem. Would they develop into cancer? How could anyone know? Should they 
lead to prophylactic surgery or other interventions? The general response in the USA was to 
act aggressively, but elsewhere and at other times responses could be very different, from 
conservative clinical observation to radical surgery, radiotherapy and chemotherapy. Some 
suggested that science would resolve such differences in the course of time. Others argued that 
uncertainty was inherent in any decision-making, that science would never provide an unerring 
guide to prophylactic therapy, that patients often did not know how to respond to such 
ambiguity, and that physicians were bad at explaining it.4 


The introduction of screening for genetic markers of cancer risk did little to solve the 
issue.“ Uncertainty and a lack of consensus continued to plague the procedures, since it was 
often unclear whether having genes associated with a particular cancer, for example, meant a 
person would develop cancers or what he or she should do about it. In the USA this decision is 
often given to the patient who has to choose whether to do nothing but live with the doubt that 
the cancer may occur, or to have a prophylactic operation and live with the doubt that the 
operation may have prevented something that would never have happened. Where earlier 
generations of physicians used the illusion of certainty to make a virtue of their own 
therapeutic decisions, now physicians use their uncertainties to make a virtue of patient choice 
and shared decision-making, In this new world of constant uncertainty, the conceit is that an 
informed patient, given all the facts, can, in collaboration with a physician, be equipped to 
decide whether to undergo prophylactic therapy and/or to submit to regular tests. 
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21 
MEDICAL BACTERIOLOGY 


Microbes and disease, 1870—2000 





Christoph Gradmann 


It is considered naive historiography to judge a story by its ending. Any attempt, by contrast, to 
write the history of modern medical bacteriology, suffers from a reverse problem in which the 
outset of a story has come to dominate its further development. We know a lot about the golden 
days of medical bacteriology between 1860 and 1900, but we struggle when it comes to later 
developments. Attempting to discuss the history of medical thinking on infectious disease in 
relation to the development of medical microbiology, this chapter first sketches out the main 
lines in the history of that field, and then places more accent on developments after 1900. 


If we accept the notion that it was in the decades before 1900 that medical microbiology 
came into being as a corpus of technologies and methods to study and control infectious 
disease, it will help to frame our story if we contrast important features of this emergent 
science with what has become familiar around 2000.2 Three important changes are evident. 
First, there have been drastic changes in the object of investigation. Nineteenth-century 
epidemiology was dominated by infectious disease. The emergent discipline investigated a set 
of high-prevalence, high-mortality, common bacterial infections, such as typhoid, cholera and 
tuberculosis.? Its prestige rested on the promise of their control. Much of that has changed as a 
result of what is commonly known as the epidemiologic transition.4 It has long been claimed 
that the declining prevalence of infectious disease was brought about by medical bacteriology. 
Yet, this claim has been debated ever since Thomas McKeown’s The Role of Medicine: 
Dream, Mirage or Nemesis was published in 1979.2 The outcome of the epidemiologic 
transition was also far from what had been projected in several ways. Chronic conditions and 
cancers came to dominate epidemiology and public health.° The declining prevalence of 
common infections is a phenomenon that — globally speaking — remained localized to some 
high-income countries. Finally, there are now novel infectious diseases that have resulted 
from the interaction of their biology with technologies invented for their control. Antibiotics 
have bred antibiotic resistance and modern hospitals have bred health-care-related infections.® 


The second feature relates to developments in understanding the biology of infections. At 
first sight it appears that there has been a lot of change. Around 1900 attention almost 
exclusively focused on bacteria while the study of other microbial pathogens such as 
unicellular parasites or viruses was only nascent. During the twentieth century, however, new 


classes of infectious agents from viruses to prions were defined, often by employing novel 
investigative technology: viruses appeared to be linked to electron microscopy and the 
ultracentrifuge; sub-dividing bacteria into strains relied on typing with phages or serology; and 
prions could hardly be imagined without molecular biotechnology.? Yet, the development of 
investigative technology can easily divert attention from the fact that concepts of pathogenesis 
seem to have changed more in detail than in substance. There are microbiological research 
networks that cover almost the whole century.22 In 1992 Andrew Cunningham argued that late- 
nineteenth-century medical bacteriology created a worldview in which the pathogenic microbe 
has ruled ever since.!! With the notion of the pathogenic, invading microbe, Robert Koch, 
Louis Pasteur and others provided an ontological and highly graphic framing of infectious 
disease that has — despite many malcontents — proved to be of remarkable tenacity. The 
continued popularity of Koch’s postulates, a set of criteria serving to identify microbes as 
pathogens, points to the tenacity of traditions in shaping the field. Given the tendency to refer to 
methodologies that date back to the heroic days of medical bacteriology, we may assume that 
the notion of the invading microbe is a tradition still alive in medical microbiology./2 


Thirdly, historians need to reflect on what can be called the therapeutic promise that medical 
microbiology has inspired over our period of study, but which it has only occasionally lived up 
to. One of the core disciplines of the late-nineteenth-century laboratory revolution in medicine, 
the prestige of microbiology rested on its ability to bring laboratory knowledge to work in 
public health and at the bedside. Pathogens became popular because their identification 
seemed to entail a promise of cure. Antibacterial therapy was thus anticipated in the medical 
bacteriology of the heroic days, yet by and large failed to materialize until the 1930s. 
Likewise, the dynamic development of anti-infectious therapies that we associate with sulphas 
and antibiotics from the mid-1930s did not last very long: the respective industries have been 
in a crisis of innovation since at least the 1980s. The expectation that identifying a pathogen 
opens an alley of control was, however, not eliminated by such a crisis. Instead it has taken a 
gloomy, dystopian form that we are all used to: that of an empty pipeline in a post-antibiotic 
age where the riverbed is still there but the source has run dry. 


With these three considerations in mind we can structure the history of medical 
microbiology since the mid-nineteenth century into four partially overlapping periods. An early 
phase, in which cognitive and technological foundations were laid, rapid institutional growth 
occurred and the prestige of the field was created. Secondly, a phase from World War One to 
the mid-1930s, in which this corpus of knowledge and practices was challenged and expanded 
at the same time. While certain limitations of medical bacteriology where commonly addressed 
in the inter-war years, this was rarely the case in the decades that followed. The arrival of 
anti-infective therapies shortly before and during the Second World War indicates the outset of 
the third phase. Such therapies seemed a fulfilment of earlier promises and marked the 
beginning of several waves of innovative drug research that continued into the 1970s. 
Understanding the consequences of an on-going therapeutic revolution in infection medicine 
became important for the development of medical bacteriology in the period. During the fourth 
phase, from the 1980s, the eclipse of the therapeutic revolution was making itself felt? This 
coincided with developments in the basic biological sciences and a_ transformed 


epidemiological landscape, in which the management of chronic infection and adapting to 
novel pathologies seems more important than dealing with the control of an established set of 
common infectious diseases. 


Making microbiology 


The late nineteenth century did not invent the microbiology of infectious disease. Yet, it was 
from about 1860 that botanists and physicians developed a broadly shared conviction that in 
both reality and imagination transformed medicine and public health. Spontaneous generation 
of microbial life had been disputed (and remained so) after Louis Pasteur proved its non- 
existence in 1860—61./4 Robert Koch was not the first to cultivate microbes or employ animal 
experiments to prove the transmissible character of anthrax or tuberculosis around 1880. 
Neither was Joseph Lister the et who attempted to sanitize surgical theatres when he brought 
carbolic acid to those places. However, it was in the final third of the nineteenth century that 
such observations and practices began to transform medicine: Pasteur’s disproof of 
spontaneous generation was connected to his ability to control fermentative processes in the 
production of beer or vaccines; Koch’s pathogenic eee became influential when, after 
being sanctioned by the German Imperial Health Office,1° they became the dominant scientific 
basis of German public health; Lister’s antisepsis gained importance by its connection to the 
expansion of surgery that characterized the medical world of the late nineteenth century. 


The emergence of ee microbiology has often been attributed to the rise of a germ 
theory of infectious disease.42 However, while such a phenomenon is still discernible as a 
whole, it has turned out to be elusive in detail. Michael Worboys has demonstrated that there 
were multiple germ theories which often mixed easily with traditional thought.12 To name the 
most obvious example, Pasteur’s rabies vaccine of 1885 did not sweep away an ocean of 
presumably ineffective treatments. Instead Pasteur’s understanding of his vaccine competed 
and mingled with existing knowledge. Even in the arguably more monolithic world of Imperial 
Germany bacteriology’s prestige rested on technological arrangements, such as 
microphotography that implied rather than demonstrated infectious Sey 20 Alliances and 
compromises with the older hygienic movement also needed to be made. Koch’s famous 
demonstration of the tubercle bacillus on 24 March 1882 not only stood out as work on the 
presumably epidemiologically dominant infectious disease of the age, but also presented a 
menagerie of laboratory technologies, from Petri dishes to a pigs, that came to be 
influential in medicine and public health in the decades to come.** Something comparable can 
be said of Pasteur’s rabies vaccine. It was not the first treatment for rabies but, as Gerald 
Geison has shown, it advertised in grandiose fashion the skills of Pasteur’s laboratory, namely 
the production of vaccines from attenuated microbial cultures. 


Beyond laboratory science it was industrial technology that added scale to practices 
employed in laboratories and clinics and made them pervasive. Koch’s pathogenic bacteria 
thus combined swiftly with the timely medium of photography that lent both objectivity and 


popularity to them.24 Industrially mass-produced microscopes facilitated the proliferation of 
work that could be done with them.22 Pasteur’s vaccines became the pillars of a worldwide 
network of institutes that usually started from their production.2° The diphtheria antiserum, first 
marketed in 1892, became a success because it translated laboratory phenomena — 
immunological reactions including toxins and antitoxins — into a standardized medicine, 
produced on industrial scale. 


However, like other technologies that entered clinical practice in diagnosis and treatment — 
think of the thermometer — the blessings of medical microbiology were not immediately 
obvious to contemporaries and instead needed to be promoted, often in direct opposition to 
existing skills. A microbiological diagnosis of tuberculosis, claimed to be simple and secure 
by Robert Koch in 1883,22 was not widely practised before the twentieth century.22 As an 
antidote to older Whiggish accounts, scepticism against such ‘incommunicable knowledge’ has 
long received attention in the historiography,22 yet more recent work on British, French and 
German clinical medicine has also provided examples where such tools were embraced rather 
quickly — such as when fin-de-siécle clinicians in Paris were neither antimodernists nor in fact 
Pasteurized, but happily embraced German-style medical bacteriology in their wards.*! Public 
imagination, at any rate, seems to have responded swiftly and enthusiastically to bacteriology. 
Bacteria and the horrors they seemed to embody have been part of our imagination ever 


since.22 


From the 1880s the rising prestige of medical microbiology facilitated the foundation of a 
discipline with all the regalia that go with it: textbooks, journals and most visibly the 
foundation of prestigious institutes like the Institut Pasteur in Paris in 1887 and the Robert 
Koch Institute in Berlin in 1891.22 Others like the School of Hygiene and Public Health at 
Johns Hopkins University from 1916 or the German Imperial Health Office from 1876 
symbolize the standing that bacteriological hygiene enjoyed in public health. The dominance of 
bacteriological hygiene in public health, however, was a phenomenon that often mingled with 
rather than pushed aside older sanitarian traditions in hygiene. Moreover, results differed 
enormously from country to country, being rather sweeping in France and Germany and more 
uneven in Great Britain.4 


Medical historians have struggled to come to a conclusion as to what such changes amounted 
to in their entirety. While in older accounts they would have been heralded as a revolutionary 
breakthrough powered by the germ theory of infectious disease,2 more recently this 
bacteriological revolution seems to have evaporated into a phenomenon that had ‘no 
transcendent reality, but rather had many meanings’.2° Few authors would deny that 
fundamental change happened in the late nineteenth century. Yet change took a long time, was 
far from complete at any point in time, and results differed with locality; thus the term 
‘revolution’ seems inappropriate.*4 The most interesting feature of this revision was less the 
demise of a heroic historiography, and more the fact that a phenomenon that used to be seen in 
terms of dissemination is now framed in terms of appropriation, the result of which was 
shaped by clinicians, public health officers, engineers or lay people rather than heroic 


laboratory experts. 


Although change was uneven and slow, it was fundamental nonetheless. As Andrew 
Mendelsohn has argued, in the late nineteenth century infectious diseases could be understood 
as microbial invasion of human bodies.’ Notions of pathogenesis — circling around invasion 
and consumption — bore a striking analogy to the process of cultivating bacterial species. 
While originally being identified as causes, microorganisms could thus easily be conceived as 
an embodiment of infectious disease as such. Interestingly, this is a point made by older 
intellectual history: namely that medical bacteriology was a re-affirmation of an ontological 
conception of infectious disease — embodied in the notion of a pathogenic microbe.“2 As 
Andrew Cunningham has reminded us, such thinking has proven to be pervasive and persistent. 
Explaining infection without referring to the involvement of microorganisms became almost 
unimaginable: ‘To oppose the claims of bacteriology is now not a rival view, nor an 
alternative view, nor even a dissident view. It is now a lunatic view.’“2 However, it is 
important to recognise that the notion of infectious causality based on microbiology is 
something that cannot be understood from the angle of its intellectual history alone.*! Instead, 
the concept of pathogenesis arrived in conjunction with investigative technology, a 
technomorphic image. In Koch’s writings, for example, it is hard to find arguments that go 
beyond discussion of proper investigative technologies for studying disease. Yet, what counted 
as the traits of a microbe in such studies implies, rather than argues, far-reaching ideas about 
the nature of infectious disease. As Georges Canguilhem has suggested, medical bacteriology 
was more a technological than an intellectual innovation and, following him, we have every 
reason to assume that the connections between industrial culture and one of its most prominent 
pieces of medical science were of an essential nature. 


What followed the golden age of the 1880s was a period of transformation and growth. The 
first step in that direction was the internationalization of national, and occasionally even 
nationalist, disciplines from the 1890s. Differences between Koch’s and Pasteur’s schools had 
initially been marked: the phenomenon upon which Parisian vaccines were based — attenuation 
— would be regarded as a laboratory artefact in Berlin in the early 1880s.“ Gaining insight into 
what happened on either side of the Rhine was no easy matter either. In 1886 Alexandre 
Yersin, a faithful Pasteurian with the added advantage of being fluent in German, enrolled into 
Koch’s training courses in 1886 to deliver under-cover information about Koch’s 
bacteriology.“ Just a few years later Roux and Behring, working on the diphtheria antitoxin, 
enjoyed rather cordial relations and Koch silently buried his critique of attenuation.“2 What 
had started in a few sometimes rather private laboratories became public with the existence of 
textbooks, journals and large-scale research and training institutions. That being said, 
homogeneity was never achieved. Instead expansion and proliferation became driving forces in 
transformations. 


In the years before World War One, three lines of development were of particular 
significance. Firstly, medical microbiology became a technological and ideological resource 
of colonialism. Tropical hygiene would serve as a technology in the colonization of lands, 
while at the same time providing even the most brutal campaigns such as the sleeping sickness 


camps in the Belgian Congo with the gloss of civilization.“ Secondly, it was an expansion into 
immunology that resulted in a host of therapeutic and diagnostic applications.*2 The description 
of toxin—antitoxin interactions resulted in what arguably became the first therapeutic 
intervention that late-nineteenth-century medical microbiology could claim as its own, the 
diphtheria antiserum that was developed in Germany and France in parallel and became 
applied from 1892. This and other therapeutic vaccines became the starting point of the 
industrialization of biological medicines that followed. Serological tests became notoriously 
hard to calibrate but highly graphical applications of the technological image of infectious 
processes that the laboratory had created. Its most famous example is the Wassermann test for 
syphilis. Applied non 1905 it became popular in clinical medicine and eventually also in 
philosophy of science.*? Finally, medical bacteriology became more engaged in epidemiology 
in the decades before 1914.22 Having initially pictured epidemics as a simple chain of 
infections and having obliterated much of the older epidemiology of places and spaces, 
observations of subclinical or symptomless infection and the notion of healthy disease carriers, 
spelled out in 1902, turned out to be a powerful albeit problematic tool in epidemiology and 
public health. Where the spreading of epidemics relied on infected, ee a individuals, 
hunting for microbes became supplemented by hunting for their carriers.2! The sad fate of the 
New York cook Mary Mallon (or Typhoid Mary), who was diagnosed as a healthy carrier in 
1907 and eventually imprisoned because of her refusal to comply with public health 
authorities’ demands, serves as an example of how the older conflict of individual and public 
health took a new form in the bacteriological age. 


Laboratories of complexity 


The charms of medical bacteriology as it had developed from the 1870s lay in simplicity and 
utility. However, both of these features came to be contested during World War One and the 
inter-war years. As a result, both the biology and the epidemiology of infectious disease 
became more complex in these years. Likewise the therapeutic interventions that seemed to 
flow from medical bacteriology received some scrutiny. The First World War acted as a 
catalyst in ee bringing about large-scale application of much that had been 
invented before.2? For instance, the tetanus antitoxin that would be considered a fairly 
experimental oe indicated in a limited range of situations became commonly used 
during the war. For many the war was indeed the first hygienic war, in which casualties 
resulting from battle for the first time superseded those from war epidemics, even if some of 
the hygienic measures, especially in the Eastern war theatre — subjecting Jews as supposed 
carriers of war diseases to humiliating hygienic measures — look like prototypes of racially 
argued persecution and ultimately genocide in retrospect. 


The biggest challenges to bacteriological hygiene, however, originated not so much in the 
strains on civilian public health in many European countries during the war, but from the 
influenza pandemic of 1918—19.°° It is not possible to give precise numbers of how many were 


affected, but we can assume that globally the number was around half a billion and that at least 
30 million died, 2 million of whom in Europe. Yet, it was not so much the sheer number of 
deaths, which easily superseded those of the war itself, nor the unusually high death rate of 3 
per cent in the second wave of the epidemic in autumn 1918, but the futility of all attempts at 
control that threw a shadow over bacteriological hygiene. ‘I know of no public health 
measures which can resist the progress of pandemic influenza’,2® wrote Britain’s Chief 
Medical Officer Arthur Newsholme in November 1918. Perplexity beset medical scientists: in 
the middle of a visible recession of common infectious diseases there arrived an epidemic that 
was completely beyond control. In fact, influenza had been one of those diseases for which a 
bacterial pathogen, Haemophilus influenzae, had been identified.22 Such knowledge, however, 
was Swept away by observations in wartime hospitals when it became clear that the bacterium 
was linked to a common complication of influenza, pneumonia, rather than the disease itself. It 
seemed now that the pathogen was something much smaller than a bacterium, a filterable virus 
as it would have been called in those days, being defined by its capacity to pass through 
bacteria-tight, clay filters. Such microorganisms had been observed before but the influenza 
pandemic transformed them from biological curiosities into important objects of medical 
research.“ Medical microbiology, it was dawning on many, had focused too much on bacteria 
and had had a too static concept of its objects: swift change on the side of the pathogen, as had 
seemingly occurred during successive waves of the influenza pandemics, had not been 
highlighted in medical bacteriology prior to the war.®! 


The 1920s became a decade of malcontent with classical bacteriology. Some discontent was 
of a more scientific nature, but it is easiest to start with institutional changes. German medical 
bacteriology, which had grown to dominance in an alliance with state-level public health 
institutions and military medicine, faltered. This was partly because it was excluded from 
international collaborations, as in the case of serology where the functions of Paul Ehrlich’s 
Institute in Frankfurt were taken over by Denmark’s State Serum Institute, and partly because of 
the economic collapse of post-war Germany, which could not sustain the growth of institutions 
like the Imperial Health Office, the Robert Koch Institute, or the Academy of Military 
Medicine, the Kaiser-Wilhelm-Akademie.®2 While such places now became stagnant, 
competing disciplines like social hygiene or, more relevant for us, other branches of 
microbiology that had enjoyed less support in the pre-war years, flourished. While other 
institutions like the Institut Pasteur and its network saw less change as an outcome of war they 
would still be affected by the arrival of new actors: the Rockefeller Foundation came to play a 
dominant role in inter-war public health and a formerly provincial institution like the Danish 
State Serum Institute came to replace Germany’s Paul Ehrlich Institute as a hub of international 
serology.°° British medical microbiology that had so far, with the exception of tropical 
medicine, not been in the forefront, began to expand through the National Institute for Medical 
Research and the Medical Research Council (MRC). 


A corresponding description of scientific developments can be made. Earlier on, 
epidemiological models and hygienic practices, such as the chain of bacteriological 
laboratories guarding the German empire’s Eastern borders, had been based on the notion that 


a hygienic space had to be protected against microbial intruders. As Silvia Berger has 
shown, despite its earlier successes this system collapsed at the end of the war.© It required, 
for instance, a whole network of delousing stations to protect Germany from importing typhus 
from a supposedly infested East. The winter of 1918-19, when millions of German soldiers 
were returning home, obliterated that system. Under dominant hygienic thinking, war epidemics 
were now bound to hit the defeated empire. Yet, this did not happen: ‘What was most 
impressive was the failure of after-war epidemics to materialize.’®/ It was this non-event in 
conjunction with the unexpected flu pandemic and epidemics such as encephalitis lethargica 
that disproved medical bacteriology’s obsession with hunting bacterial invaders and cleansing 
spaces. Explaining epidemics required more attention to such processes — be it on the 
individual level as immunology or on that of populations as epidemiology. 


In a notable parallel to the cultural history of the age where the outsiders of the imperial 
days found themselves centre stage,®8 the 1920s became a period where dissident science held 
sway, some of it from pre-war days, some of it novel. Andrew Mendelsohn has described this 
masterfully for epidemiology where the crisis of microbe hunting helped ecological 
explanations to gain ground.® Allowing for host interaction paved the way for a wide array of 
medical knowledge — from constitutional pathology to immunology — to become meaningful in 
the explanation of infection. Another element of innovation was the appropriation of statistical 
tools by epidemiology, an innovation in which British scholars took the lead. Epidemic 
outbreaks could now be explained and forecasted by observing the density of host and 
pathogen populations in a given space rather than by focusing on invading microbes.2 Such 
knowledge could have practical implications, such as when Fred Neufeld, director of 
Germany’s Robert Koch Institute, remarked that large-scale chemical delousing could be 
dropped if the prospective hosts of a typhus infection would change their shirts once in a 
while. However, microbe hunting was not gone for good, but drew inspiration from other 
fields, such as tropical medicine. Vector-borne infections provided a multitude of non- 
bacterial pathogens and intricate epidemiologies to be studied. As Helen Tilley has shown, 
such research went back to pre-war traditions but it flourished between the wars.~ Another 
matter was the microbes themselves or what counted as their traits. Famously, Ludwik Fleck 
characterized pre-war bacteriology by its insistence on bacterial fixity in all its traits: 


We see the same thing happening in the classical theory of infectious diseases. Every infectious disease was supposed to 
be caused by very small living ‘agents’. Nobody could see that these ‘agents’ were also present in healthy persons .. . At 


the time when Koch’s theory of specificity held complete sway, any variability was unthinkable.22 


Rather than adding to this, inter-war microbiology attempted to make microbes more variable. 
Some of the research, such as on the physiological variation of bacteria in relation to 
environmental stimuli, remained inconclusive.2 Based in pre-war traditions, serology 
facilitated the differentiation of bacteria of the same species according to their serotypes and 
resulted in impressive therapeutic advances. Fine-tuning the sero-therapy of pneumonia to a 
serotype diagnosed in a patient would result in a markedly more effective therapy.4 Other 
research, such as that on phages, an inter-war discovery, was also suited to establish intra- 


species differentiation. The application of phages in therapy was envisioned but remained 
without tangible results in the early 1930s.2 


Other inventive work related to bacterial genetics and evolutionary biology. Despite the fact 
that modern German-style medical bacteriology had been based on the work of a Darwinist 
botanist, Ferdinand Julius Cohn, and that Louis Pasteur had held elaborate views on the 
natural history of infectious diseases,“ evolutionary and medical biology had surprisingly 
little contact initially. ‘The evolution of serological types in nature is an interesting subject for 
speculation’, wrote Fred Griffith, a bacteriologist, in 1934.2 The natural history of diseases 
did not seem to matter clinically; it was a case for biologists. The ‘law of declining virulence’ 
had been proposed by the American biologist Theobald Smith before the war. It envisioned 
the evolution of pathogens as a successive adaption to the host. Manifest disease or even death 
of the host stood for early stages and incomplete adaption respectively, and symbiosis 
replacing pathogenesis was the outcome of such a process. Smith’s ecological vision of a co- 
evolution of host and microbe was discussed by specialized researchers between the wars, 
but came to enjoy popularity in medicine after World War Two much like the work of Karl 
Friedrich Meyer, another pioneer of disease ecology.®! In the 1920s bacterial genetics was 
also beginning to grow as a field, when researchers were beginning to employ bacteria’s short 
generational cycles to develop laboratory models of heredity.22 A tool to be employed in such 
work was induced bacterial resistance with microbes such as E. coli or trypanosomes. 
Interestingly, for inter-war researchers, resistance was a phenomenon almost devoid of clinical 
relevance. It would instead be considered a laboratory tool that could be employed in bacterial 


genetics or experimental pharmacology. 


Nineteenth-century medical bacteriology had entailed a promise that identifying pathogens 
would offer opportunities for control. Paul Ehrlich’s chemotherapy seemed to provide a master 
plan. Starting from specific affinities of certain synthetic dyes to prokaryotic cells, he explored 
the pharmacological dimension of what had originally been a technique for staining bacteria in 
tissues. Therapies based on that mechanism ‘would then be able to exert their full action 
exclusively on the parasite harboured within the organism and would represent, so to speak, 
magic bullets, which seek their target of their own accord’.™ Salvarsan, a chemotherapy for 
syphilis, when it was marketed from 1906 could thus be seen as the first drug in a long line of 
chemotherapies. Instead, however, the inter-war years became what a medical historian called 
‘the doldrum years’, a period during which the search for antibacterial medicines remained 
mostly futile. There were only a few anti-parasiticals for tropical diseases, such as Bayer 205 
for sleeping sickness, which was found during the war and subsequently became marketed as 


Germanin.2° 


The age of control 


The years down to 1935 can in many ways be characterized by the absence of working 
antibacterial therapies of industrial origin. The decades to follow saw, as we all know, the 


reversal of that trend. Starting with the sulfas in 1935, several waves of antibacterial 
medicines arrived: injectable penicillin during the war, its preparation in oral form and broad 
spectrum antibiotics in the 1950s, and finally from the 1960s preparations specifically 
designed to tackle problems created by widespread use of earlier preparations, that is, 
designed to control antibiotic resistance. The following discussion will explore their impact 
from the perspective of changing notions of infectious disease that resulted from the 
widespread availability of effective anti-infective medicines. 


One dynamic factor in the period in question was the changing relations between basic 
biological sciences and medicine. That distinction had still been difficult to make in the inter- 
war years.22 One of the most influential research institutes, the Rockefeller Institute, had 
indeed been based on their close proximity. The same cannot be said of the after-war years. It 
was the emergence of bacterial genetics in the inter-war period that indicated the change that 
was underway. Where the study of bacteria had been dominated by medical perspectives for 
decades,®8 such studies began to follow their own trajectories, leading from bacterial genetics 
to molecular biology.8’ This in turn favoured the development of a specialized, medical 
bacteriology that we will meet on the subsequent pages. 


After they arrived in 1935, sulfa drugs, ‘the first miracle drugs’,22 became a peculiarly 
rapidly proliferating class of drugs. Soon after Prontosil had been marketed as treatment for 
streptococcal infections, its active molecule, sulfanilamide, was isolated within a year. The 
instance that sulfas were based on synthetic dyes that had been handled by a mature industry for 
decades made modifications of the original molecule and mass-production comparatively easy. 
As a result, thousands of derivatives were synthesized, resulting in a dozen drugs, active 
against most major infective diseases, to be invented by an international industry in the short 
period before the arrival of penicillin. With fungal antibiotics arriving from about 1942, the 
situation was in many ways reversed. The antibiotic effects of certain fungal extracts had been 
known for decades, yet they had not appeared as attractive candidates for drug development — 
not even to Alexander Fleming in 1929 after he repeated an observation that had been made 
before, namely that fungal and bacterial cultures could hold each other in check.2! It was 
purification in Oxford laboratories and subsequent mass production, employing American 
agrarian mass fermentation technology, which turned an odd phenomenon that could not be 
reproduced safely in clinical practice into an applicable medicine from 1942. 


The output of pharmaceutical industries grew about tenfold during World War Two and anti- 
infective medicines, in particular those produced by American companies, skyrocketed during 
this period, leading to new conceptualizations and control of infectious disease. We can 
summarize the effects under the headings of normalization and standardization. While there is 
little indication that anti-infective therapies had a noticeable effect on overall mortalities — 
vaccines were more important here — they did influence patient experience and physicians’ 
practice. From the patient’s perspective, conditions that had held existential threats or the 
prospect of long treatments, like pneumonia or syphilis, were normalized into manageable 
conditions which, given proper patient behaviour and medication, could be controlled. ‘In 
case of syphilis the answer is penicillin’, was the promise of a 1950s advertisement. Effective 


therapies based on industrially produced medicines also heralded efficient, shorter and more 
standardized treatments. To date we know little about how this happened in practice, but it was 
certainly how such medicines were advertised.“ 


The application of anti-infective therapies may, at first sight, be seen as a historical event 
that falls into the histories of pharmacology and clinical medicine. Yet, the consequences for 
medical bacteriology were massive. Antibiotic resistance that had been known as a fascinating 
laboratory phenomenon for decades now became a clinical phenomenon to reckon with. 
‘Sulphonamide resistance, at first a test tube curiosity, is rapidly becoming of considerable 
importance in clinical medicine’,2 noted William Kirby in 1942, and indeed the mass 
application of sulfas and antibiotics resulted in an induced and speedy evolution of infectious 
disease. As Alexander Fleming prophesized when he received the Nobel Prize in 1945, 
resistance was to evolve quickly from a laboratory phenomenon into a feature of infectious 
disease.22 As we know from contemporary studies, resistant Staphylococcus was already 
becoming widespread in clinical wards during the 1940s.2’ The consequences of this were 
manifold. First, we see an adaption of basic science laboratory equipment into diagnostic tools 
of hospital laboratories. Important examples are the typing of resistant strains employing 
phages, which became common during the 1950s,28 and the refining and standardizing of the 
disc diffusion test for antibiotic sensitivity from the late 1950s.2 Both instances reflected 
something that had been all but nascent in inter-war medical bacteriology: namely the need to 
define bacteria deeper than on species level. Of course, serum therapy of the inter-war years 
had also been tuned to bacterial strains — in this case mostly using serology rather than 
phages.122 What was novel in the 1950s was not just the more widespread character of the 
phenomena studied, but that these were evolving under the eyes of medical researchers. With 
soaring rates of resistance, the biology of infectious disease was changing rapidly. In Robert 
Koch’s days it had been sufficient to determine bacterial species in microbiological 
diagnostics. Now diagnostic tools were aimed at sub-species levels and they described a 
biology of disease that was changing while being under study. By the late 1950s, a first global 
epidemic of resistant staphylococcus heralded the arrival of a novel medical discipline, 
clinical microbiology 

The effects of mass application of antibiotics were not limited to issues related to drug 
resistance. “The problem of hospital infection has been complicated rather than solved by 
chemotherapy’ 1 Hospitals had been harbingers of therapeutic progress for the entire period 
we have covered so far and the prestige of medical bacteriology rested on its assumed utility 
to clinical medicine. Now widespread antibiotic resistance combined with the arrival of 
patients with reduced immunity — the elderly and those who had received transplants or 


chemotherapies for cancer — seemed to reverse a century of therapeutic progress.122 


How did medicine and the pharmaceutical industry react to these challenges? In industry, the 
existing dynamics of innovation intensified. The spread of hospital infections and the rise of 
antibiotic resistance triggered several waves of new antibiotics. In the 1950s, broad 
spectrum antibiotics like tetracycline became available and penicillin was produced in oral 


form. In the context of respiratory tract infections, increased consumption was driven by 
promises of increased clinical efficiency and of expanding indications: rather than curing 
pneumonia, antibiotics should now be given in cases of bronchitis to prevent its progression to 
a severe condition: ‘Today the general practitioner does not wait for the development of the 
classical signs of pneumonia, or seek in his treatment to discriminate between acute bronchitis 
and broncho-pneumonia . . . his aim must be . . . to hit the invading germs with his most potent 
weapons.’22° In the 1960s, pharmaceutical innovation began to target the evolving biology of 
infectious disease as a distinct market. Since a bacterial enzyme, penicillinase, could block 
antibiotics’ action, so-called penicillinase-resistant, second-generation antibiotics were in 
demand. The quintessential drug of that type became methicillin. According to an editorial in 
The Lancet in 1960, it was ‘a means of controlling staphylococcal infections which have 


plagued hospitals throughout the world during the last ten years’ 1 


However, there was also a growing critical chorus of an approach based on expansive 
technology, of treating problems created by antibiotics with more and novel pills alone. 
“Therapeutic rationalism’, actually an older movement, now focused on the consequences of 
antibiotic consumption.’ Proposals included much of what we today associate with modern 
principles in the application of such medicines: use based on proper diagnosis, restraint in 
application, diagnostic standards that could serve clinical work and epidemiology, and a 


pursuit of hospital hygiene that avoided rather than encouraged the use of antibiotics. 


Ecology, emergency and evolution 


From its beginnings in the 1870s down to the antibiotic age, the story of medical microbiology 
as it has been sketched out here was intrinsically linked to the technological optimism of its 
age. Where railways and telegraphs promised control of space and time, medicines implied in 
the bacteriological concept of infectious disease promised control of the biology of such 
conditions. Evidence for the technological character of medical bacteriology is not just to be 
found in the interventions that it brought about, such as anti-sera or antibiotics. Technological 
optimism is evident in contemporary thinking on disease. Koch’s bacteriology was descendant 
from the microbiology of Ferdinand Julius Cohn, whose system of bacteria was deeply 
Darwinist and contained a taxonomy of bacteria that was assumed to have resulted from 
evolution. Yet, once such thinking became medical, evolutionary biology was almost totally 
absent; it did not seem to matter in medical work of the generation of Koch and Pasteur where 
the history of disease was expected to be one of extermination brought about by human 
technology.4 In subsequent developments, attempts to align medical bacteriology and 
evolutionary biology, such as in Theobald Smith’s ‘law of declining virulence’, remained 
without noticeable impact in the medicine of their times. Given that, it is hardly surprising that 
the mass arrival of antibiotics fuelled dreams of disease extermination. Yet, this has changed in 
recent decades and the following pages will describe how towards the end of the twentieth 
century several interconnected events fundamentally changed medical microbiology. The 
notion of a mostly static microbial world gave way to one where the natural history of 


microbes mattered in clinical practice,422 and the history of infectious diseases appeared no 
longer to be what Joshua Lederberg despairingly called ‘the last refuges of the concept of 


special creationism’ 2 


A glimpse of what was to change can be inferred from a 1959 paper by David Rogers, an 
American specialist in internal medicine. Studying the changing epidemiology of infectious 
diseases, he described the hospital as a place where the history of infectious disease took a 
new turn. Comparing statistically deaths from infections in a hospital in 1938 and 1958, that is 
before and after the antibiotic revolution, he observed that while previously people had mostly 
died from infections they had contracted outside the hospital, now infection tended to occur 
inside hospital walls. Fatal infections in 1958 shared two common features: 


disease was produced by microbes, ordinarily of low invasiveness, that commonly form part of the normal human flora. 
Infections arose in patients already compromised by serious disease who were often receiving therapies known to affect 
it 


host resistance to infection. 

Attempts to combat infectious disease in hospitals had fostered disease evolution. Rogers 
employed an ecological understanding of infectious disease causation and emphasized that 
eradicating one bacterial species would open an ecological niche for others to colonize — even 
more so if that niche was a hospital full of patients whose immune defences had been 
weakened by antibiotic therapies. What the antibiotic revolution had resulted in were 
‘dramatic shifts in the nature of life threatening microbial infection’. Rogers did not focus on 
antibiotic resistance in isolation but viewed that challenge in close proximity to the spread of 
hospital infection that began to attract more attention around 1960. Research on that history has 
so far been sketchy but from the available information we can conclude that there were a 
variety of causes for the rise of infections of hospital patients with so-called non-classical 
pathogens like pseudomonas which would not give healthy humans disease symptoms.42 Be it 
the arrival of the elderly or of those who had received transplants or chemotherapy, the result 
was the presence of a patient population in hospitals that was prone to suffer from hospital 
infections. 


An important backdrop to the rising awareness of disease evolution in the 1960s was 
scepticism in relation to disease extermination programmes and the nascent environmentalism 
of those days. A popular read was René Dubos’ book The Mirage of Health of 1959,"4 which 
put forward a radical critique of the technological optimism that lay behind dreams of disease 
eradication: ‘The belief that disease can be conquered through the use of drugs is comparable 
to the naive cowboy philosophy that permeates the Wild West thriller’.4429 Dubos encouraged 
doctors to learn from history, which contained many examples of failed disease control via 
eradication. For hospitals this meant that while they had been intended as_ healthy 
environments, mass antibiotic therapy had turned them into hothouses of disease evolution. 
Rogers, in fact, concluded with an explicit reference to Dubos: 


The present observations reinforce the thesis recently elaborated by Dubos . . . The nature of underlying disease appears 
in part to determine the risk of acquiring an intra-hospital infection. Antimicrobial drugs appear to determine the particular 


microbes that can establish fatal disease under such circumstances.1!6 


To understand the scope of developments that were underway from the 1960s we need to look 
more closely at how the scientific basis for studying infections and their evolution was 
changing in those years. Genetic analysis of bacteria, adapted to medical purposes from 
nascent gene technology, pointed to phenomena that could account for rapid disease evolution. 
The most important example is the study of what were called episomes or plasmids in 
molecular biology around 1960.1” These denoted snippets of genetic information that could be 
traded between different species and could thus account for the acquisition of genetic traits that 
exceeded the slow path of mutation, selection and hereditary transmission between 
generations. If such snippets coded for antibiotic resistance, this property could now be 
propagated swiftly between bacterial species. The phenomenon explained the existence of so- 
called resistance factors in bacteria that had not been addressed with antibiotic therapies. 
Starting from E. S. Anderson’s work on resistance transfer in E. coli — a widespread 
phenomenon in animal husbandry — the threat that antibacterial resistance posed now seemed to 
increase massively. It was this context that brought the New England Journal of Medicine in 
1967 to introduce a new notion into debates, that of a future without antibiotics: ‘It appears that 
unless drastic measures are taken very soon, physicians may find themselves back in the 
preantibiotic Middle Ages in the treatment of infectious diseases.’8 


One popular textbook summarizing such work was Stanley Falkow’s Infectious Multiple 
Drug Resistance of 1975.12 Those who consider this exotic knowledge should be reminded of 
the 2011 E. coli crisis, in which European consumers were threatened by a strain of E. coli that 
had two interesting traits: it had rather suddenly acquired higher pathogenicity and — despite 
never being routinely addressed in antibiotic therapy — turned out to be resistant to 12 different 
antibiotics.2 Horizontal transfer of genetic information, first elucidated for antimicrobial 
resistance, proved to be relevant for other phenomena such as increases in virulence or the 
emergence of pathogenicity in previously benign microbes.14! ‘New mechanisms of genetic 
plasticity of one microbe species to another are uncovered almost daily’, summarized Joshua 
Lederberg in 1997. He continued: ‘Lateral transfer is very important in the evolution of 
microorganisms. Their pathogenicity, their toxicity, their antibiotic resistance do not rely 
exclusively on evolution within a single clonal proliferation.’424 One important consequence of 
the notion of horizontal gene transfer lay in its impact on the framing of disease evolution. 
Previously believed to proceed along the comparatively slow lines of mutation and selection, 
the notion of horizontal transfer of genetic information allowed the swift and discontinuous 
development of the biology of infectious disease. As Stanley Falkow put it in 2006, 
‘pathogenicity in all microbes . . . can occur in big genetic jumps, rather than through slow, 


adaptive evolution; HIV is the case in point’ 1% 


The history of medical bacteriology in recent decades has not been written, but there is 
evidence that its framing of human—microbial relations differs markedly from the dreams of 


control or extermination of a more or less stagnant microcosm that dominated earlier on. In 


what one author called ‘the golden age of genetics and the dark age of infectious disease’ 14 


accent shifted onto evolution and emergence. From the mid-1980s, the popular term ‘emerging 


infections’ directed attention to rather different phenomena“? ‘Emergence’ could be 


understood as evolutionary-biological emergence or, in a more classical meaning, as the 
(re)emergence of epidemic infectious disease. What connected both cases was the (re)creation 
of a world on alert in relation to infectious threats. Triggered in part by the AIDS pandemic, 
this notion can be identified in events such as the SARS epidemic of late 2002, fears of 
bioterrorism or the recent career of influenza as a common infectious disease.12° Yet, the 
scientific perspective was not limited to despair and gloom, but included scenarios of a co- 
evolution and occasionally even symbiosis of men and microbes. For instance, genetic analysis 
showed that a substantial part of human physiology rested on the incorporation of bacterial 
DNA, as so-called mitochondria, into human cells.42’ In other instances the natural and the 
human histories of diseases were shown to have evolved in close connection. The best- 
researched example of that type is influenza. From the 1970s, the existence of a large reservoir 
of flu viruses in aquatic birds was revealed. Through mutation or recombination these could 


switch host species rather suddenly and would then result in pandemics.128 


Another trend in studying infections was a pervasive interest in chronic infection. In part this 
can be seen to reflect rising interest in viral pathologies from warts to certain cancers after 
World War Two.22 The wider historical significance can be explained in relation to a chronic 
condition that was identified as a bacterial infection in the 1980s, the common stomach 
ulcer.4°° The world of classic bacteriology had focused on infectious diseases that mostly 
shared some important traits: high prevalence, obvious symptoms, swift course and a high 
death rate. From that vantage point, infections could be easily distinguished from chronic 
conditions and cancers that would only rarely be considered infectious.2! Microbes in 
intestinal organs had in fact been observed for most of the twentieth century, but the common 
ulcer remained a chronic disease of civilization for all that time, usually thought to be caused 
by stress. It was treated with a colourful set of therapies, ranging from surgery through pills to 
psychotherapy. In an intellectual climate concerned about chronic conditions from sarcoma to 
sickle cell anaemia,/“* chronic infection that occasionally erupted in manifest disease now 
seemed more plausible. The 1981 discovery of Helicobacter pylori as the pathogen in gastric 
ulcers is thus indicative of a different way of framing infection: the outside intruder of 
classical bacteriology had become supplemented with the occasionally nasty tenant. 


Change was bound up with innovations in diagnostic technology. Where classical 
bacteriology had usually identified single bacterial species or their strains through cultivation, 
serology or phages, the use of polymerase chain technology from the late 1980s quickly 
populated the human body with an unprecedented number of microbial inhabitants, few of 
which were ever pathogenic.4“° Relations between host and microbe, as a recent attempt to 
theorize the field has framed it, are less a matter of cause than of circumstance. In Casadevall’s 
and Pirowski’s damage-response-framework contacts between humans and microbes range all 
the way from being deadly to being beneficial and the outcome is dependent on the host, the 
microbe and the conditions under which they meet.4“4 Gone were the days when, as Stanley 
Falkow remembered, ‘medical bacteriology . . . focused on differentiating the “good guys” 
from the “bad guys”’.4“° The term ‘microbiome’ describes what now appears as a vast 


multitude of microbes inhabiting a human body.4“° Casadevall and Pirowski’s approach also 


explicitly reflects the sense that challenges to infection medicine in high-income countries often 
lie with patients suffering from opportunistic infections, where ubiquitous microbes produce 
diseases when the host’s immune system is weak. 


Traditional phenomena, such as the conflict of public and individual health that related to 
screening for healthy carriers of infectious diseases, took a new shape under such conditions. 
Where Typhoid Mary was identified by screening for healthy carriers of bacterial infections in 
1907,1° her modern counterparts can be identified with increased refinement. As David 
Barnes has shown, molecular diagnostics of drug-resistant tuberculosis facilitated the 
identification of Patient Zeros of the late twentieth century.12 


In the broader picture it is interesting to see that developments took a distinct turn in the 
early 1990s. What had so far mostly been expert debate reached the public in a dystopian 
awareness of a post-antibiotic age and the return of infectious disease“? In Joshua 
Lederberg’s report on emerging infections of 1992, the perspective on disease history was 
quite different from Dubos’ earlier framing.“? Where the latter had envisioned a co-existence 
of men and microbes along ecological principles, Lederberg argued that mankind was 
threatened with extermination and that the relation between men and microbes was in fact an 
arms race: ‘If we were to rely strictly on biologic selection to respond to the selective factors 
of infectious disease, the population would fluctuate from billions down to perhaps millions 
before slowly rising again.’4“! This alarmist tone combined attention to ‘a host of apparently 
“new” infectious diseases . . . that affect more and more people every year’,‘“? with the notion 
of an antibiotic development pipeline that was running dry. In The Antibiotic Paradox of 1992, 
Stuart Levy warned his readers that ‘antibiotic usage has stimulated evolutionary changes that 
are unparalleled in biologic history. This situation raises the staggering possibility that a time 
will come when antibiotics as a mode of therapy will only be a fact of historic interest.’4“ The 
notion of a post-antibiotic age became popular and it has remained with us ever since, recently 


being compared to bioterrorism by Britain’s Chief Medical Officer, Sally Davies“ 


Conclusion 


It seems attractive to sum up developments of more than a century under the heading of shifting 
relations of natural and human histories of infectious diseases, their understanding and control. 
Late-nineteenth-century medical bacteriology had focused on conditions such as syphilis, 
tuberculosis or typhoid, which had been framed as traditional challenges: they could, as in the 
case of cholera, travel and, as syphilis had done in the fifteenth century, they could (re)appear, 
but mostly they had been around for a considerable period of time. That is why knowing the 
history of epidemics provided insight into the panorama of infectious disease that late- 
nineteenth-century medical bacteriology acted upon. The notion of an evolving biology of 
infectious disease in those days was a matter for specialized biology and hardly impinged on 
daily medical practice. We can assume that most physicians sorted microbes into much the 
Same camps as the great historian of infectious disease, Hans Zinsser, still did in 1935 — into 


saprophytes and parasites, good guys and bad guys.4“2 Against the backdrop of this slowly 
evolving natural history of infections it was man-made technology that brought about historical 
change. Medical bacteriology was part of the respective technologies, from disinfection to 
drugs. 


By comparison, medical microbiology at the outset of the twenty-first century is attempting 
to develop tools to identify and monitor on-going change in the biology of infectious disease. In 
other words, the natural history of infectious diseases, which for a long time had remained a 
specialty for biologists and epidemiologists, has come to matter in clinical medicine. Clinical 
microbiology, as an expert on hospital infections put it, has become a matter of ‘stalking 
microbes’,““° of knowing the present and anticipating future developments, rather than 
answering long-established challenges. 


The history of medical microbiology sketched out in this chapter is technological on two 
important levels. First, from its creation in the nineteenth century, the field was deeply 
influenced by industrial culture. Therapeutic interventions that had been entailed in the science 
of medical microbiology materialized as industrially mass-produced medicines. This dynamic 
continued into the twentieth century, yet there has been a crisis of innovation when it comes to 
therapeutic interventions since about 1980. Medical microbiology continued to appropriate 
cognitive and technological tools from neighbouring disciplines such as epidemiology or 
biology. Second — and this is a unique feature of the history of infectious disease in modernity 
— the biology of the phenomena under study evolved in response to medical practices. While 
this is quite graphic in the case of antimicrobial resistance, the most radical development is to 
be noted in relation to infection control in hospitals, where an epidemiological landscape has 
evolved that was perhaps beyond the imagination of nineteenth-century medicine. 


Medical microbiology set out to control the natural history of infectious diseases. Yet 
ironically, its history in the twentieth century came to be dominated by the natural history of 
disease. As Susan Jones has observed in her history of anthrax, the picture of infectious 
disease that gene-technology draws provides rich information on a lively and speedy natural 
history of such conditions. For instance, the attempt to elucidate the origin of the anthrax spores 
used in the 2001 attacks in the USA by genetic analysis produced a document of recent history. 
While researchers were trying to identify a single source of certain strains, they eventually 
discovered that any contact with the human species had left multiple traces on the bacteria’s 
genome: ‘The level of genomic resolution has now increased to the point to where we can read 
the history of the human interactions with the organism and the genome . . . has become a 
complex historical text.’ 
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TECHNOLOGY AND THE ‘SOCIAL DISEASE’ 


Helen Bynum 


Tuberculosis has served historians well. Histories of disease are a means of understanding the 
social milieu and political order in which they occur.t The association of tuberculosis with 
creativity and the arts has been a fertile field of investigation.2 Reviewing past attempts to heal 
meshes with histories of travel, spas, architecture, quackery and drug discovery.? The history 
of preventing tuberculosis, from vaccines to anti-spitting legislation, incorporates a wide range 
of approaches to public health.t The involvement of the closely related disease of cattle 
engages with the study of zoonoses and the growing scrutiny of the animal/human health nexus.? 
Unravelling the causative micro-organism’s past is part of the increasing use of molecular 


technologies informing history.® 


Writing the history of tuberculosis presents the usual problems of retrospective diagnosis, 
but if we accept that it is possible to understand the disease as an entity over the longue durée, 
we have a tool to study the impact of one of the major causes of death throughout human 
history.2 Used in this way, the disease featured in a particular dialogue that appeared in the 
1970s among those interested in histories of health and illness, demographic change, and the 
relationship between technology and medical progress: the McKeown debate. While there are 
calls among historians that this flawed work has run its course, served its purpose and should 
be put to rest, it supports those who continue to define medicine as a technology and to 
measure its progress accordingly.® It still features in policy history and is invoked by those 
working in the tuberculosis community.2 


McKeown’s weighing of the relative merits of social and technological disease paradigms 
can also be read as part of today’s much subtler and more comprehensive social determinants 
of health movement. A key social determinant is now considered to be the ability or inability to 
access health services to make use of technologies that do exist. Access can be possible for 
those classed as living in poverty, but it remains a challenge to the international community and 
national programmes. This is particularly true in areas of the world where tuberculosis rates 
are high — the 22 high-burden countries — whose health infrastructures tend to be unequally 
distributed and weak.” A history of tuberculosis diagnostics offers a way to explore the social 
and technological pasts of this disease and their interactions. 


By way of introduction this chapter briefly reviews the McKeown moment, the social 
paradigm in medicine associated with it, and its place in the narrative of tuberculosis control 


in the twentieth century. The focus shifts to the elaboration of a series of laboratory tests for 
tuberculosis, the forging of a diagnostic tool kit as part of the unfolding bacterial aetiology, the 
use of x-rays and molecular diagnostics. Unsurprisingly, there is a profound difference 
between the experience of wealthier countries and the poorest countries. From the mid- 
twentieth century, wealthier countries typically had very low levels of tuberculosis (despite 
hot spots) and little transmission. Their strategies for diagnosis and screening could be tailored 
to this epidemiological profile. These countries were generally able to employ the benefits of 
developments in diagnostics incrementally, as they became available. This was most 
successful where the health-care system was comprehensive and integrated.t For those 
countries at the other end of the spectrum — weak health infrastructure, high incidence, high 
transmission and high co-morbidities — cost, efficiency, validity of the results and 
deliverability in sub-optimum circumstances are recurrent themes. 


What also emerges from the revitalised attempts at tuberculosis control since the 1990s are 
a series of further tensions, in managing technology transfer. The World Health Organization 
(WHO) and its partners in tuberculosis control devised a global plan, with an approved 
diagnostic algorithm that could be marketed to donors. The local experiences of countries 
implementing such a plan at the national level were problematic. What appears to be new, 
more recently, is a franker recognition of this problem and attempts to properly trial the 
diagnostics in operational situations. 


The social paradigm? 


Thomas McKeown (1912-1988) wanted to know whether doctor-led scientific medicine, 
public health interventions focusing on the transmission of infectious diseases, or other factors 
were responsible for the sustained growth of Britain’s population from the 1770s.42 Inquiring 
rather clumsily about the relative merits of the role of technology, environmental legislation 
and economic development in determining health, McKeown argued that it was declining death 
rates from infectious diseases that had reshaped population history. He emphasised the role of 
air-borne diseases and identified tuberculosis as the leading cause of death. He argued that 
long before immunisation, effective drugs and dedicated institutional facilities were available, 
this disease was losing its severe grip on the population. Water and food-borne diseases were 
the only classes of disease to benefit from an emerging sanitary infrastructure but their role in 
the mortality transition was less significant, he argued. It was primarily neither what doctors 
could prescribe nor what public health mandarins could legislate for that mattered. 


By deduction McKeown was left with what he termed the ‘invisible hand’: the positive 
effects of widespread economic progress. Of the possible socio-economic factors, he 
championed the rising wages of the working population, which he believed were spent on an 
improved diet. He saw these changes as predating effective measures in public health, just as 
he saw declining deaths from tuberculosis as leading the downward fall in mortality. Even 
though it was later shown to be flawed, it was an attractive thesis for McKeown.’ As 
professor of social medicine in Birmingham University, he had a clear ‘professional and 


political’ agenda. He was working within a system he thought was committed to the principles 
of income redistribution and improved social infrastructure via the welfare state. With little 
time for what he saw as old-fashioned public health, his concern was to sway the resources of 
the National Health Service (NHS) away from ‘curative technical medicine — invasive surgery 
and biochemical “treatments” — towards preventative, humanist medicine and efforts to 
understand and modify the health implications of the environment in its widest sense, including 
lifestyle, behaviour, and diet’ 14 

It perhaps helped McKeown’s case that in Britain, in the 1970s, tuberculosis did not seem 
particularly germane any more. He did not see the need to untangle the more recent history of 
the disease. He largely ignored the early role of segregation in poor law infirmaries. Nor did 
he pay much attention to the concerted efforts that had been made to provide assistance to those 
with tuberculosis following the 1911 National Insurance Act and its subsequent extension via 
sanatorium benefits. While bed rest and other sanatoria treatments were not cures, debate 
would continue about the possible role of closeting infectious patients and preventing 
transmission? All the while technology had played an important role in diagnosis and 
prognosis. 


After the advent of effective chemotherapy, in the 1940s and 1950s, the rapid detection and 
cure of infectious patients was considered a successful strategy to control tuberculosis. In this, 
tuberculosis is similar to the other significant mycobacterial disease, leprosy, but unlike 
vaccine-preventable infectious diseases and those spread by water or food. Similarly, while 
barrier protection can prevent the transmission of sexually transmitted diseases such as 
syphilis and gonorrhoea, the only other option to interrupt their spread is treatment. HIV/AIDS, 
which has such a powerful co-morbidity with tuberculosis, is perhaps the most important 
disease currently sharing this profile. As a public health strategy, treatment-as-control for 
tuberculosis was and remains reliant upon efficient diagnosis and care in delivering the 
therapy to ensure that it is taken properly until cure is realised. Given the duration of treatment, 
which had to be continued long after the patient had ceased to feel the symptoms of 
tuberculosis but had to endure the side-effects of the drugs, help and support at this stage were 
critical. This aspect of the social dimension of tuberculosis reinforced the need for a 
functional, integrated health-care infrastructure. 


McKeown was fortunate to be writing when tuberculosis in Britain had lost what remained 
of its bite. Post-war Britain had hosted some of the worst tuberculosis black spots in Europe 
and cities such as Liverpool and Glasgow were characterised by high levels of both poverty 
and disease. But the combination of medical advances that were being made available in the 
UK, as and where needed, were matched by a welfare state that provided a ‘visible’ hand. It 
was helping many to gradually improve their socio-economic status amid the continuing post- 
war reconstruction. Poverty remained, but there were improvements in its absolute level and 


continued pressure for further progress.1° 


Without trivialising local problems, the tools and practices of ‘scientific medicine’, 
delivered through a variety of targeted measures and agencies, had been able to manage the end 
of a long history of tuberculosis in Britain. It did not go away but with far fewer cases of 


transmitted disease rather than imported or reactivation cases, it ceased to be classed as a 
public health priority and then a problem at the national level. Useful initiatives such as the 
Trades Union Congress’s long campaign to have tuberculosis classified as an occupational 
disease (1951) were important concessions, but came at the eleventh hour.’ By the 1970s 
active case finding (ACF) had given way to referrals to more generalised chest clinics, 
Sanatoria were closing or serving other purposes, and short-course chemotherapy could be 
offered as a relatively established protocol on a supervised outpatient basis.42 Milk and meat 
inspection had essentially stopped infection with M. bovis at source.1? BCG vaccination had 
been rolled out for schoolchildren.2? Among immigrants tuberculosis posed problems.*! They 
were not dealt with particularly effectively or sensitively but the numbers remained small, 
particularly when compared with other national morbidity statistics. Emphasis was placed on 
alternative areas of ill-health. Interest and resources would be increasingly focused on the 
rising morbidity and mortality of non-communicable diseases — cancers, cardiovascular and 
neurodegenerative diseases, the effects of alcohol, tobacco and belatedly mental health — with 
some consideration of their social determinants. 


McKeown’s (flawed) tale of tuberculosis became prescient because his optimism for a 
possible future was shared with others who wanted to see health as a positive state of 
existence, not mere freedom from disease.“ The overlap in thinking moved McKeown beyond 
parochialism. It seemed apposite, in the context of the Canadian Lalonde report (1974) and the 
subsequent WHO redefinition of health (1978). The WHO and its staff in the field were 
fatigued by poor returns from its costly vertical disease programmes. They sought a new 
direction via ‘health for all’, health services strengthening, and a greater focus on primary 
health care (PHC). 


Despite this optimism, McKeown’s ideas also fed into interpretations and consequences he 
had not foreseen and would certainly not have applauded. The later 1970s witnessed frequent, 
often politically motivated, criticism of all the professions, including medicine. Those on the 
radical left welcomed the blow he had struck against scientific medicine in the past, but were 
often stronger on rhetoric than historical accuracy. There were also increasingly intense 
discussions about how to spend health-related budgets emerging from the right. Issues included 
deciding on the appropriate balance between funding medical care and funding wider 
improvements in the social infrastructure. If economic growth had led to improved health, a 
free-market approach and neoliberal’s ‘trickle-down effect’ was the best strategy. These 
strategies lacked rigour, but the overriding importance of economic growth struck a chord with 
those concerned with decreasing the amount that governments spent on health-care at home and 
on international health and development abroad. In the 1970s and 1980s, the aims of reducing 
poverty and increasing welfare by equitable distribution of wealth and investment in health- 
care were replaced by loans and programmes of structural adjustment intended to boost 


nascent economies.22 


There were many negative effects of these changes. Even the well-intentioned emphasis on 
PHC would prove precipitous for tuberculosis. It contributed to a disengagement with the 
disease in places where active specialist involvement was most needed and there was little in 


the way of funding for the infrastructure that good PHC required.“ These were difficult times 
after the OPEC countries increased the price of oil and the world economy stalled. 
Tuberculosis resurfaced again in the developed world, most famously among the urban 
underclass of major cities such as New York, San Francisco and Seattle in the 1980s and 
disease rates climbed into the 1990s. In Europe, the incidence rose dramatically in those 
countries subjected to the tumultuous conditions following the collapse of the USSR, but 
nowhere was immune. 


In many of the developing countries of Asia, sub-Saharan Africa and South America much 
higher initial rates would rise precipitously. Where tuberculosis thrived it was grounded in 
poverty, deprivation and dislocation. The disease had also changed with the rise of drug 
resistance to the frontline drugs and co-infection with HIV/AIDS. Those who needed it most 
were often unable to access health-care. Surveillance and case detection tended to be poorly 
managed and the supply of drugs was uncertain. Anything beyond clinical diagnosis relied 
upon old technologies, some of which had been generated at the end of the nineteenth century. 


The laboratory disease 


Robert Koch’s discovery of the germ of tuberculosis in 1882 was not a moment of 
transcendence but it did open a new chapter in the disease’s long history.22 Case reports in the 
medical press show how clinicians educated in the pre-bacteriology era incorporated their 
numerous understandings of various consumptions and types of phthisis into the new single 
disease of tuberculosis.2° One of the ways in which this was negotiated was to embrace the 
diagnostic potential that Koch’s work offered. As Andrew Cunningham has explained for 
plague, the reshaping process that took place in the laboratory transformed ‘a disease whose 
identity was symptom-based’ into one ‘whose identity was cause-based’ — the germ became the 
disease.2” At its most simplistic, sickness was marked by the causative germ’s presence and 
health by its absence. For tuberculosis, the complexities of microbial virulence, exposure 
without disease, seroconversion and latency would come to challenge such an elegant and 
appealing simplicity, but its explanatory power was effectively exploited by its early 
evangelists and turned to practical use. Christoph Gradmann has expertly applied this thinking 
to Robert Koch and his work on tuberculosis, analysing Koch’s laboratory methods as 
technological processes.“ Koch had honed his bacteriological skills on anthrax and wound 
infections. In his tuberculosis work, he was obliged by the biological characteristics of 
mycobacteria to adapt the techniques, equipment and processes he had adapted from others and 
established for himself. 


Koch’s postulates were the cornerstone of his proof of the role of the tubercle bacillus. He 
identified, visualised and cultured, as a pure culture, the organism he believed to be the 
causative germ.22 He then reintroduced the pure culture into an experimental animal and 
followed the development of the expected pathologic state, before recovery of the same 
organism completed the circle of proof. Broken down into its constituent parts, the stages of 


this experimental protocol provided various techniques of laboratory diagnosis to augment 
traditional clinical appraisals. The thermometer already offered precision for assessing fever 
and scales for weight-loss, but these were now likely to become supplementary measures of 
symptoms. The stethoscope also straddled the pre- and post-germ aetiologies of tuberculosis. 
Born of the clinic and the morgue, it was a widely applied listening device, opening up to the 
ear what lay within the chest cavity.22 In comparison, the tools and techniques of the 
bacteriological laboratory were concerned exclusively with infectious diseases and employed 
to provide a previously unachievable degree of certainty in diagnosis. Such tests could be 
transferred from the experimental laboratory to laboratories in hospitals, or attached to the 
public health bureaucracies and act as diagnostic tests. A good example is the free diagnosis in 
public health laboratories offered as an incentive to registration of cases in late nineteenth- 
century New York City.2! In the community the same tests could be used for screening either by 
enhanced or active case-finding programmes. 


Identifying and seeing: the sputum smear 


Koch developed Rudolph Virchow’s injunction that life scientists must ‘learn to see 
microscopically’, extending this idea in new directions via his diagnostic tests (although there 
is an irony here since Virchow resisted the germ theories at the heart of these innovations). 
Koch combined the latest developments in microscopic hardware (the oil-immersion lens for 
improved resolution combined with a light condenser to better illuminate the microscope’s 
field) with innovative, if quickly superseded, staining methods. Koch began with a solution of 
methylene blue and a mordant (or fixative) to develop the colouration of his sample of 
tuberculous tissue. After applying heat via a water bath, the blue over-stained preparation was 
then treated with vesuvin (Bismarck brown) and washed. Everything now appeared a faint 
brown except the bacilli, which remained a conspicuous blue and could be much better 
differentiated.*2 Koch believed it was only the tubercle bacilli (and the closely related leprosy 
bacilli) that took on this unique coloured identity, one of its various laboratory identities. The 
lipids in the cell walls of Mycobacteria make this a difficult organism to stain, but once the 
colour is taken up, it cannot be stripped out with an acid wash. Subsequently labelled ‘acid- 
fast’, the technology of the staining protocol shaped the object under scrutiny, reducing it to a 
property of the bacterial cell wall. 


In trying to see what Koch had seen, others quickly improved on the way he had made his 
mycobacterium visible. A flurry of papers appeared during 1882, 1883 and 1884. Some were 
testy exchanges on methodology indicating the difficulties experienced in working out these 
methods. They came from a variety of sources — research laboratories, sanatoria and public 
health agencies — and from various countries, as the bacteriological aetiology of tuberculosis 
was subject to widespread independent investigation. In Berlin, Paul Ehrlich (1854-1915) 
experimented with different stains and acid decolourants. Rather than taking tuberculous matter 
from a tissue sample, Ehrlich sought his mycobacteria in samples of sputum. He used a 
dissecting needle to transfer a tiny amount of this material, placed it between two glass cover 


slips and squeezed. Prising the two apart he had created two thin layers ready to be dried 
either by heating or more quickly by passing through the flame of a Bunsen burner — a direct 
smear.*2 Sputum coughed up from the lungs or larynx, as if one were spitting into a spittoon or 
bottle containing disinfectant, was the most easily accessible source of mycobacteria from the 
commonest form of the disease. It offered great potential as a diagnostic material in cases of 
tuberculosis. In the community, this body fluid became the target of public health campaigns to 
prevent spitting.*4 In the laboratory, it was transformed into the customary diagnostic 
biological substrate in tuberculosis, providing material for smears, culture and inoculation. 


Interest in the diagnostic and prognostic implications of visualising mycobacteria in the 
sputum accompanied the technical innovations. These were driven by necessity and 
pragmatism as much as invention. Franz Ziehl (1857-1926), a Liibeck neurologist, was 
unhappy with the quality of aniline oil available to him and he used carbolic acid instead. 
Friedrich Neelsen (1854—94), pathologist and prosector at Dresden, used fuchsin in carbolic 
acid and sulphuric acid as decolourant and reported that “This method, which I have used 
almost exclusively for a long time, gives in my hands better results than the other methods 
(perhaps only because I am most accustomed to it)’.22 Although others were involved in 
modifying Koch’s original methods, the Ziehl-Neelsen (ZN) stain, first described eponymously 
in the 1890s, became the definitive protocol to see mycobacteria and, by seeing, to diagnose 


tuberculosis from direct sputum smears.2° 


ZN staining remained for some time the mainstay of first-line tuberculosis diagnosis. It was 
the test most easily delivered at or near a point of care such as a primary health-care setting. 
Performed correctly it proved to be highly specific (there are few false positives) but carried a 
lower sensitivity (the false negative rate). If it began life as cutting-edge bacteriological 
science, it would owe its longevity to factors that meant it could be performed in resource- 
poor settings where equipment, skill sets and overburdening of weak laboratory systems were 
limiting factors. Later used as part of a standardised protocol of three deliberately spaced 
smears (‘smear-positive’ was defined as two of the three being positive), it became the 
baseline against which innovations in sputum smear diagnosis were measured in terms of cost 
and efficiency for high-prevalence low-income countries. 


Pure culture: tubes, dishes and media 


The development of the solid media ‘plate technique’ was significant for the laboratory 
production of pure cultures of disease-causing bacteria, and is seen as one of the key 
technological innovations of the early years of bacteriological research.’ Pasteur had relied 
upon liquid nutrient to culture his pathogenic microorganisms, but a solid medium avoided the 
uncontrollable mixing of different species of microorganisms, which were difficult to separate. 
There were various solid media precedents but the addition of gelatine to a sterile nutritive 
liquid, a broth or bouillon, which could then be poured onto a plate to set created the basis for 
a string of technical improvements in equipment and the composition of the growth medium. To 


culture tubercle bacilli, Koch settled on a different medium of coagulated blood serum and 
tightly stopped test tubes, tilted to one side to produce a nutrient slope. With appropriate care 
this could overcome the difficulties imposed by the fastidious growth requirements of M. 
tuberculosis. 


Early examples of Koch’s cultures are historic objects, icons of germ theory.*2 As with 
developments in staining technology, the techniques Koch had devised were rapidly improved 
upon. Better media increased the reliability of diagnostic cultures and the kinds of information 
that could be gained, including ultimately the ability to determine the strain infecting the patient 
and sensitivity to various anti-tuberculosis drugs. Perhaps the most important innovation in 
terms of its sustained use would prove to be the L6wenstein-Jensen solid egg-based growth 
media, introduced in the 1930s. This used dyes to prevent the growth of contaminating bacteria 
and targeted nutrients to improve growth of the target mycobacteria. 


In the 1940s, René Dubos and others initiated a successful series of liquid media that 
allowed initial rapid bacterial multiplication from a smaller amount of source material, but 
problems of contamination remained. In the 1970s further reduction in ‘time to detection’ was 
achieved by a liquid media method involving radioactive carbon 14. This automated process 
reduced the waiting time from three to four weeks to 10 to 14 days on solid medium. The 
radiometric assay was expensive and required more sophisticated laboratory equipment and 
highly trained staff. It was only practical as part of a centralised laboratory system processing 
large numbers of samples. Even the non-radioactive carbon assays that followed were beyond 
the resources of many. In low-income settings these and other advances in culture tests were 
compared to the Lowenstein-Jensen method, which if slower was much cheaper and easier to 
store and use. After ZN staining the ‘gold standard’ of tuberculosis diagnosis was pure culture. 
As with the staining protocol, cost and efficiency were recurrent problems in laboratory 
provision. 


Living proof: animals and tuberculin testing 


In addition to the chemical technologies of staining, physical technologies of glassware and 
solid media, microscope and microphotograph, Koch utilised experimental animals as a living 
technology. Suitably prepared animals, that is those free from previous infection, acted as in 
vivo culture experiments. In favoured species — Koch preferred the guinea pig, but rabbits 
were also used — the pathological organism produced a recognisable disease state from which 
the infectious agent could be recovered again. Experimental animals provided Koch with what 
Schlich terms a ‘functional representation’ of the pathogenic microorganisms.*? In the 
diagnostic laboratory, such a process could be used as a confirmatory diagnostic procedure 
after direct sputum smear and concurrently with culturing, but its longevity was in the research 
and reference laboratory.“ 


The principle of bacterial agglutination (1896), using predetermined dilutions of sera taken 
from immunised animals, was successfully developed into a diagnostic test for various 


diseases but early efforts for tuberculosis were disappointing. More success came from in vivo 
methods and tuberculin testing would prove another form of living assay. Tuberculin testing 
was an offshoot of Koch’s abortive tuberculin therapy. Gradmann has stressed that Koch was 
well aware of the diagnostic potential of the ‘tuberculin reaction’ and it was actively discussed 
by those testing tuberculin as a cure immediately following its release. The diagnostic test 
involved injecting a very small amount of tuberculin and measuring the febrile reaction. It was 
the first of a series of immunological hypersensitivity reactions promoted as a means of 
diagnosing early, pre-clinical tuberculosis. Among prominent early versions were those 
developed by Clemens von Pirquet (1874-1929), Charles Mantoux (1877-1947), Ernst Moro 
(1874-1951) and Albert Calmette (1866-1933). Each used the body’s immune reaction as the 
diagnostic assay, reading the result directly on the patient’s skin. 


Moro (1908) combined tuberculin with lanolin to form an ointment that could be rubbed into 
a small area of the skin.4? After 24 hours the appearance of raised papules where the ointment 
had been applied was read as a positive result. Moro’s technique was subsequently refined 
into a more routine patch test. Calmette (1906) instilled tuberculin solution into the least 
sensitive part of the eye, the conjunctival sac. Von Pirquet (1907) and Mantoux (1908) 
introduced tuberculin under the skin, developing the tuberculin skin tests (TST). Von Pirquet 
placed a drop on the skin and then lightly scratched the skin through the drop and left the liquid 
to dry. Mantoux injected a measured amount of a known dilution of tuberculin intracutaneously. 
In both a positive reaction — a raised pink area — was visible after 48—72 hours. The size and 
hardness of the reaction indicated exposure to the bacilli, but appreciating its meaning was a 
learned clinical skill not an absolute measure. Debate ensued about whether the test indicated 
exposure, naturally acquired immunity, or a latent infection that could in time, and in the right 


circumstances, progress to active disease.“ 


Beginning in the 1900s, it was among the young that TST was initially used as a survey tool. 
The aim of these early surveys was to better gauge the exposure in a given population and 
identify more precisely a new category of vulnerability, termed the ‘pre-tuberculous child’. 
The value of tuberculin testing was most appreciated by those concerned with the health of the 
next generation as fears continued about national degeneration.” The possibility of latent cases 
of respiratory tuberculosis fuelled the establishment of preventoria, open-air schools and other 
specialist institutions.“© TST was not necessarily preferred to clinical and social assessments 
when screening for ‘at risk’ children, because it could be cumbersome. Up to five injections of 
increasing strength were recommended until the early 1930s; thereafter two were still required 
and there were a number of reasons why false positives were produced. Teemu Ryymin 
discusses why school inspectors in Norway in the 1920s and 1930s did not favour the TST, as 
well as the shift to its mandatory use during WWII. 


TST was also employed as a preparatory tool for vaccination. After the war, Norway and its 
Scandinavian neighbours, keen advocates of BCG vaccination, promoted TST and BCG as part 
of their efforts to rebuild Europe. Success in this arena led to expansive programmes involving 
children and adults beyond Europe.” The International Tuberculosis Campaign (ITC) began its 
work in India in 1948 using the newer Purified Protein Derivative (PPD) tuberculin 


(developed just before war), and the Moro patch test for children under 12. The aim was to 
differentiate between reactors, who would not be vaccinated, and non-reactors who would 
receive BCG. The ITC wanted to develop a standardised procedure to match their 
standardised tuberculin, a good example of the importance of understanding the ‘practice turn’ 
in medicine.22 India provided a valuable testing ground for large-scale programmes in low- 
income countries, but the ‘huge population and a weak infrastructure’ was one of a series of 
problems that led to a pragmatic decision to remodel the programme and adopt a single TST 
injection before vaccination of non-reactors.2! As Niels Brimnes has argued, the difficulties 
surrounding transfer of TST technology to low-income countries shared many similarities with 
the final diagnostic tool in the kit: x-rays.° 


Seeing in real time: x-rays 


While both bacteriological and immunological methods of diagnosis arose as a direct result of 
germ theory, the advent of x-rays was unrelated to medicine in general and tuberculosis in 
particular. This horizontal transfer was initially expensive and of only limited value, and the 
first use of x-rays tended to be an additional confirmation of disease in high-end sanatoria. 
Better results were reported with a fluorescent screen rather than a photographic plate but this 
involved large doses of radioactivity and left no record that could be referred to again. Where 
the aim was to find early, pre-symptomatic or latent cases this was a serious disadvantage. 
Although costly, a few early detection surveys explored the potential of x-rays but it was 
Manuel Dias de Abreu’s (1884—1962) development of a reliable means of mass radiography in 
1936 that proved crucial. He put together a package of recent advances fine-focus, rotating 
anode tubes; a highly luminescent screen; wide aperture lenses and fine-grain, fast films — and 
used these to conduct thoracic surveys in his native Brazil. Refinements, such as a reduction in 
size and weight of the equipment and allowing people to remain clothed, increased the appeal 
of taking mass x-ray to the target group. While there were heroic population surveys, it quickly 
became clear that more focused surveys of ‘at risk’ groups provided the best results. When 
incidence was very high, for instance among Alaskan Native Americans (1945-57), or a 
government determined enough, such as in Reykjavik, Iceland (1945) and Denmark (1950-52), 
this could still involve most of the population in a given area. Measured as the percentage of 
the target population x-rayed, success depended greatly on the pre-survey campaign alerting 
people to come forward and following up those who did not in order to persuade them that they 
should.*2 


Mass x-ray, it was hoped, could detect active disease at an earlier stage and bring 
previously undetected cases to the attention of prevention programmes. Where falling 
incidence made mobile x-ray programmes uneconomic, referral to medical centres with 
standard x-ray equipment was considered to be most cost-effective and efficient. While this 
refinement in policy was happening in high-income countries, efforts to roll out mass x-ray in 
low-income countries began to founder. India again provided a salutary lesson. Targeted 
surveys among army recruits (1945), Delhi civil servants (1953-54, 1960-62) and 200 rural 


villages in South India (1950-51) appeared to give good results. Analysis of these and 
subsequent studies indicated that 80 per cent of those identified by mobile x-ray units as 
suffering from tuberculosis were already aware of their symptoms (most often this was a 
persistent cough) and 50 per cent had sought help. 


That this latter group had unmet needs sent out a disturbing message about resource 
allocation and vertical health programmes versus health-systems strengthening. Once 
(re)diagnosed, patients often found it hard to access regular treatment. They joined the 
pejoratively labelled group of ‘defaulters’: those who were unable to complete the long course 
of treatment recommended for a variety of reasons. Rather than expanded investment in 
expensive mobile technology as part of a vertical programme, alternative resourcing improved 
passive case detection at health centres. Once diagnosed through this route, those who came 
forward because they felt ill and wanted help might receive better support throughout their 
treatment regime, to ensure it was completed.22 Mass x-ray can be seen as an example of an 
inappropriate technology transfer.°° In this it echoed similar transfers during the colonial era. 
The flaw was not in the machinery per se but in its imposition on a system not able to cope — 
what the WHO’s director general Marcolino Candau termed the ‘economic “have” and the 
“have not” countries’.2’ Patients who voiced their dissatisfaction were speaking out against 
both local limitations and the external interventions of the international community with their 
‘purposeful’ or ‘planned modernization’ .*8 Implicit in its 1964 report, the 1974 WHO Expert 
Committee on Tuberculosis positively discouraged this technology where the health 
infrastructure still struggled to help those who came forward. This fed into the rationale for 
strengthening health systems and integrating the detection of tuberculosis within public health 
programmes, accessed at a point of care, rather than continuing vertical disease programmes. 
Chest x-ray screening continued to be ‘officially discouraged’ when the WHO launched its 
DOTS (directly observed treatment, short-course) strategy in 1993 in response to the ‘global 
emergency’ that tuberculosis represented.?2 


A ‘global emergency’ in diagnostics 


DOTS was introduced both as a programme and a brand. A unified strategy was considered 
necessary to streamline care based on best-practice guidelines. At the same time it was also 
recognised that a concept that could attract both funding and partner organisations was 
essential in the increasingly competitive international health arena. Funds were sought to run 
the programme and innovate new tools. In the same year the World Bank’s World Development 
Report explained how treating tuberculosis could actually lead to economic development since 
tuberculosis affected young wage-earners — those in their ‘economic prime’. Using the 
disability-adjusted life year (DALY), their calculations made tuberculosis treatment the most 
cost-effective of its low-cost public health interventions. The immediate response sought to 
intensify diagnosis to utilise this technology. At its launch, the DOTS strategy included clear 
diagnostic and clinical algorithms to help countries take their national tuberculosis control 
plans forward.®! 


Cognisant of the scale of the problem and the technical limitations in many of the high- 
burden countries, preliminary testing, preferably at the point of care, relied upon direct ZN 
sputum smear. In high-prevalence, low-income settings this was the best primary test available. 
It was most effective where bacterial load was high, successfully catching patients with the 
severest infections who were considered to be high transmitters. Patients could begin treatment 
immediately once a positive smear was detected. Under guidelines for national tuberculosis 
programmes using DOTS, the aim was to detect 70 per cent of sputum smear-positive cases in 
a country and treat 85 per cent of those detected with a minimum six-month course of drugs, to 
be supervised for at least some of the time. Diagnosis would rely upon passive case detection 
with some enhanced case-finding at well-equipped locations. There were continuing concerns 
about overburdening fragile delivery systems with active case-finding. Variations in the 
existing diagnostic tests had histories of use but unlike the drug regimes had not been subject to 
the same rigorous testing.°* In addition the added burdens of co-infection with HIV, drug 
resistance and the growing importance of tuberculosis in children subsequently added to the 
complexities of diagnosis. 

Countries with the highest burden of tuberculosis have tended to be those with the poorest 
disease surveillance and vital registration systems. Their laboratory facilities and levels of 
trained staff are also weaker. This has historically kept diagnostic technology in these 
countries at the lowest level. In the aftermath of the launch of DOTS, it became a recurrent 
theme in the tuberculosis advocacy and policy literature that the diagnostics then in routine use 
were outmoded and inadequate: ‘for most TB patients worldwide there is a simple answer to 
the question “What is new in TB diagnostics?” Not much.’ 


An assessment of the success of the DOTS programme over the period 1995 to 2000 
revealed that although treatment rates were promising (the cure rate was cited as a global 
average of 80 per cent of the 1999 cohort), case detection was less effective. Over the same 
period only 40 to 50 per cent of the hoped-for smear-positive cases were detected. Projections 
indicated that without enhanced ways of reaching those who needed diagnosis, case detection 
would remain static and leave an estimated 3 million undetected cases worldwide. The authors 
appealed for a comprehensive approach: ‘The methods of extending DOTS must be as diverse 
as the reasons why case detection is low: these methods will include building links between 
public and private practitioners, targeting populations at risk, ensuring best use of current 
diagnostic methods as well as introducing new ones, and providing health facilities where 
none have previously existed’ .© 


During the 2000s, the urgency to improve diagnosis to try and meet the revised Millennium 
Development Goals garnered increasing attention. In addition to realising that large numbers of 
smear-positive cases of disease were not being reached, the realisation that smear-negative 
cases could transmit the disease posed a new challenge. According to Dr Rowan Gillies, 
president of Médecins Sans Frontiéres (MSF) in 2004: ‘We rely on a 19th century tool — it 
doesn’t detect paediatric, extra pulmonary, or smear negative tuberculosis. People who get into 
a well managed DOTS programme do well; the problem is that DOTS excludes many people 
[through poor diagnosis] with active tuberculosis.’© 


A survey paper on behalf of the World Health Organization Tuberculosis Diagnostic 
Initiative (WHO/TDR) referred to 50 academic and industrial groups actively working 
towards improving current tests and exploring new technologies. Given the socio-economic 
variations in countries with high disease burdens, the survey’s author, Dr Mark Perkins, 
concluded that it was unlikely to be a ‘one-size-fits-all diagnostic solution’. His suggestion that 
tuberculosis laboratories needed to correctly perform ZN smear microscopy, ‘which includes 
microscope maintenance, training for technologists, and laboratory quality control’, hinted at 
problems facing the most basic diagnostic test for tuberculosis and the one that formed the 
primary DOTS diagnostic.’ In a more transparent era, there was a tricky pathway to be 
negotiated between overt criticism of the laboratory infrastructure of individual countries and 
highlighting weaknesses to stimulate improvement. 


The Global Laboratory Initiative (2008) was a structural response. Meanwhile, there were 
ongoing technical and operational innovations in sputum smear technology and trials to 
determine their suitability in the field. Technical means included centrifuging the sample and 
chemical pre-treatments, and the introduction of low-cost fluorescent LED microscopes. 
Operational assessments evaluated clinical predicators and scores used in advance of sputum 
smear. The rationale for a patient to remain at a testing centre to produce repeated sputum 
samples over as long as three days was questioned. Such protracted diagnoses had led to 
‘diagnostic default’, a familiarly pejorative term. Research indicated that it was possible to 
reduce the number of samples to two and change the definition of smear-positive accordingly. 
The design of the trials and published debates by expert consultations to the TDR programme 


showed increasing sensitivity to both the needs of patients and those working in the field. 


Perkins (WHO/TDR) also looked forward to potential diagnostics including molecular 
assays that relied upon the burgeoning technological applications of the polymerase chain 
reaction (PCR). Just as x-rays had not been developed with tuberculosis diagnostics in mind, 
PCR was a ubiquitous technology used for genotyping, cloning, mutation detection, sequencing, 
microarrays, forensics and diagnostics Although this was a technical advance for 
tuberculosis laboratories in ‘industrialised countries’, the outlook in developing country 
settings was poor because the required degree of ‘technical support and quality control’ could 
not be achieved. The role of the new technology was not ‘in doubt’ but it must be subject to 
imnovation and thorough field testing to allow the drawing up of appropriate diagnostic 
algorithms. In low- and middle-income, high-burden countries, ‘there are no funds to be 
wasted on inefficient or misapplied technologies’.2 

Developments in molecular diagnostics continued. The Gates Foundation provided 
extensive research funding as part of its commitment to tuberculosis control. Through a new 
public/private/philanthropic partnership, characteristic of international aid in the twenty-first 
century, FIND (Foundation for Innovative Diagnostics) and Cepheid were the major partners in 
the development of an automatic cartridge-based molecular diagnostic system. This adapted 
technologies developed for the Department of Homeland Security in the USA in the wake of the 
anthrax threat. The GeneXpert platform was designed to take a single sample of sputum and 
in a fully automated process extract the bacteria from the sample, prepare it for DNA 


amplification and detection, and provide a result in less than two hours. The commercial Xpert 
MTB/RIF is designed to detect the presence of M. tuberculosis and rifampicin-conferring 
resistant mutations in the sample bacilli, providing immediate information on drug resistance. 


In December 2010 the WHO felt sufficiently confident to endorse the Xpert MTB/RIF test 
and the FIND consortium subsequently announced a subsidised price for the cartridges ($9.98). 
The cost of the automated instrument was $17,000 and in addition there were warranty and 
calibration add-ons. For comparison, the same website costed an LED microscope, with 
battery supply unit and carry case, at €1,637 (c. $2,136). Continued reports of trials to 
measure the impact of the technology against existing microscopy and culture tests followed 
these policy announcements. Among the positives, Xpert was reported to be more sensitive 
than microscopy, although less so than culture. Where cases typically have few bacilli and 
microscopy would generally give a sputum-negative result this was considered significant. 
Assessments of the operational impact proved to be mixed. Improvements in the case detection 
rate were inconclusive. The equipment, which must also be purchased and maintained, placed 
extra demands on laboratory facilities. These ranged from ensuring a stable electricity supply, 
the provision of air-conditioning to maintain the equipment in working order and the training of 
computer-literate technical staff. Despite increases in the number of cases beginning treatment 
on the day of their test, this had no effect on lowering tuberculosis morbidity. It is suggested 
that false positives for rifampicin resistance could result in patients being sent away from 
home for inappropriate treatment and discourage patient participation.4 Since a diagnosis of 
tuberculosis remains a stigmatising experience anything that serves to further de-incentivise 


patients to come forward for treatment poses a serious problem.2 


Conclusion 


The Stop TB Partnership slogan for the 2015 World TB day (24 March), ‘Reach the 3 Million: 
Reach, Treat, Cure Everyone’, referred to the 3 million active cases of disease that remain 
undiagnosed each year. Its promoters called for an intensification of efforts by those running 
national programmes and for donors to come forward to meet a current funding deficit Other 
advocates had already suggested that calling tuberculosis a social disease was an ‘excuse for 
complacency’, and that ‘the most important ingredient of a new paradigm [for tuberculosis 
control] is not biomedical or social, it’s urgency’. While this might be a much needed boost, 
urgency has been a familiar refrain since the development of effective drug protocols made 
control appear feasible. 


The direct-stained sputum smear and standardised methods for growth of pure cultures of M. 
tuberculosis were developed as part of the germ theory of tuberculosis. There were routinised 
and commercialised improvements, but these tests remained essentially the same. Tuberculosis 
screening benefited from TST, an early development from the nascent understanding of 
tuberculosis immunology. The adjunct technology of x-rays provided a second string for 
screening and diagnosis. These formed a diagnostic tool kit to augment clinical assessments 


and were looked upon as a prerequisite to effective tuberculosis control, although there was 
little rigorous investigation of their relative merits or applicability in more challenging 
situations. There were considerable successes in their targeted use where health systems were 
well developed or where resources were concentrated on a small number of patients. By 
contrast their initial use as part of the ambitious plans of the 1950s and 1960s to deal 
expeditiously with tuberculosis in the developing world, as ‘a public health and medical 
administrative problem’ rather than a ‘social and economic’ one, yielded disappointing 
results. Structural weaknesses in the provision of health-care impeded the deployment of 
isolated technologies introduced as part of top-down vertical programmes in resource-poor 
settings. The poverty in which a patient lived was not the only impoverishment that needed to 


be factored into attempts to control a social disease such as tuberculosis. 


In the wake of the declaration of tuberculosis’s global emergency in 1993, systematic 
reviews of the DOTS programme revealed the limitations of the recommended diagnostic tests. 
The aim of the international partnership behind DOTS was to deliver quality diagnosis and 
drug treatments in high-incidence countries whatever the socio-economic status of the patient. 
Despite increases in the numbers of cases reached, weak laboratory infrastructure remained a 
stumbling block. Poor laboratories tended to force reliance upon the simplest test at a 
programme level and impeded the deployment of newer technologies. The realisation of these 
difficulties has been part of the drive to develop diagnostics that offer better results without 
making impossible demands on infrastructure. 


The emergence of new diagnostic technologies in the twenty-first century has been greeted 
with enthusiasm. Efforts have been made to make these affordable to national programmes to 
ensure their use, but concerns about introducing the favoured Xpert TB/FIR have a familiar 
ring — that the costs may not bring the intended benefits and that such technology if 
inappropriately applied may cause problems as well as solve them. In the scientific and policy 
literature there has been a greater commitment to assessing these issues. An appreciation of the 
suitability of diagnostic technology is far more prominent than in the past. There is a growing 
awareness of cross-disciplinary research to better understand why deployment might fail. Until 
a new vaccine is developed and introduced, rapid diagnosis and apposite treatment will 
continue to remain the technical key to tuberculosis control and their deployment in turn will 
present pressing technical, social and political problems. 
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REORGANISING CHRONIC DISEASE 
MANAGEMENT 


Diabetes and bureaucratic technologies in post-war British general 
practice 


Martin D. Moore 


On 1 April 1990, the third Thatcher administration imposed a new contract upon British 
general practitioners (GPs). As part of its plans to remake both the National Health Service 
(NHS) and UK public health, the Conservative Government made available to GPs for the first 
time specific remuneration for undertaking special health promotion clinics — a service which 
covered a range of chronic conditions and their risk factors: By 1993, subsequent 
Conservative governments had introduced distinct incentives for ‘chronic disease management’ 
clinics, issued protocol to outline process measures required for chronic disease payments, 


and incorporated a number of chronic diseases in new target-based public health programmes.* 


Taken together, these initiatives marked the first major and sustained policy concern with 
‘chronic disease’ at the central government level in Britain. As recent work has shown, of 
course, this was not the first time that policy-makers had demonstrated an interest in long-term 
sickness or in specific chronic conditions.? The care of the ‘chronic sick’, populations of 
largely elderly and infirm patients institutionalised in Britain’s old Poor Law Hospitals, had 
been a service concern since at least the 1940s.4 The GP policies were, nonetheless, the first 
time that the Department of Health had based the reform of services around chronic disease as 
a distinct — if elastic — category and object of policy. It was a trend, George Weisz makes clear, 
which gained a contested momentum over the 2000s, in line with various international 
developments.2 


Below the level of central government policy, however, concepts of chronic disease — and 
the organisational challenges of long-term care — had been influential in encouraging reform of 
local services for decades prior to these changes. New models for chronic disease care based 
in general practice, though often closely integrated with hospital clinics, had first emerged in 
the early 1970s, and began to spread widely during the 1980s. In diabetes, the new systems of 
care were predicated upon proactive disease surveillance of ‘routine’ patients in community 
settings, with specialist hospital outpatient clinics reserved for consultation or more 
‘complicated’ cases. GPs slowly assumed the position of the head of the ‘primary care health 


team’, having direct access to nursing, ancillary and clerical staff. Finally, the whole system 
was facilitated by the deployment of numerous forms of managerial bureaucratic instruments, 
ranging from patient register and appointment systems (allowing the management of time and 
attendance), to codified treatment protocol and mobile clinical records (directing labour and 
facilitating shared data storage and retrieval).° Similar developments not only occurred in 
relation to hypertension and asthma during the same decades, but clinicians also consciously 
drew upon experiences across conditions.2 Shared ‘natural histories’, intellectual networks, 
and sites of care facilitated the exchange of organisational and bureaucratic technologies.2 


Using a case study of non-insulin-dependent diabetes mellitus, this chapter examines the 
emergence of this disease management model in post-war Britain. While recognising the 
influence of shifting epidemiological patterns, it nonetheless situates developments in relation 
to resource constraints, professional politics, and innovations in medical knowledge and 
technology. In the face of stagnant resources, consultants felt that diabetes care was no longer 
sustainable as a solely hospital specialty, especially as changing diagnostic and therapeutic 
patterns transformed the character of both disease and specialty clinic. The proposed solution 
of moving greater patient care to — and systematising patient management in — general practice 
was only accepted nationally because it fitted political and ideological projects of general 
practice reform. By the 1980s, discussions of diabetes care — and its proactive and 
bureaucratised surveillance of risk — increasingly mapped onto broader considerations of 
modern general practice. And by 1990, new models of GP care received formal political 
backing. 


In telling this story, this chapter seeks to provide insight into the adaptation of British health 
services — and general practice in particular — to the challenges of chronic disease after the 
Second World War. Whilst historians have produced excellent studies of how public health 
ideology and central government policy engaged with chronic disease in the post-war period, 
little has been written in this regard about service innovation.? Similarly, although there are 
numerous accounts detailing the political and institutional histories of the NHS, its scholars 
have largely neglected the study of post-war general practice and the emergence of new 
models of care outside of key policy years.12 Diabetes mellitus provides an effective case 
study for many of the key developments in post-war service changes in relation to chronic 
disease. This is not because of any essential features of the disease itself, but rather because 
doctors discussed approaches to diabetes management as models for other conditions. 
Moreover, as diabetes care became embedded within visions for reforming general practice 
more broadly, its study also opens a vista onto the broader transformation of general practice 
as a distinct form of medicine. 


Diabetes and hospital management 


By the early 1950s, diabetes was considered a metabolic disorder or syndrome, primarily 
caused by a deficiency of, or insensitivity to, insulin4* The cardinal markers for the 


disturbance were taken to be high levels of glucose in the blood (hyperglycaemia) and urine 
(glycosuria), while clinicians had described a range of prominent symptoms in relation to the 
condition (including excessive urination, thirst and hunger) across a number of centuries.2 
Since the 1930s, doctors had also noted patients with diabetes developing a plethora of renal, 
micro- and macro-vascular ‘complications’ over time, so that by the 1950s major concerns 
existed about neuropathy, nephropathy and retinopathy in patients as much as their liability to 
various types of coma.4 


It was in relation to coma, along with age of onset and weight, that clinicians roughly ‘typed’ 
patients from the 1920s onwards. That is, while researchers had posited various causes for 
(and exceptions to) such a division, doctors tended to discuss patients as either ‘severe’ — 
typically young and thin at onset, and needing insulin to prevent rapid hyperglycaemia, wasting 
and ketosis — or ‘mild’ — individuals who were largely overweight and above 45 years old at 
onset, = who were able to maintain normal metabolic function through various forms of diet 
alone. Alternative terms for dividing patients existed over the post-war period — for instance, 
‘juvenile’ and ‘maturity-onset’ diabetes, and later ‘insulin-dependent diabetes mellitus’ and 
‘non-insulin-dependent diabetes mellitus’ — but in essence it was a patient’s Se ae 
ketones, and response to treatment that determined clinical course and categorisation.!° The 
development of oral hypoglycaemic drugs during the 1950s further consolidated therapeutic 
and clinical divisions, proving efficacious in only certain classes of supposedly ‘mild’ 
patients.” 


It was in relation to the clinically more challenging severe patients that specialist clinics had 
been developed in Britain after the introduction of insulin therapy in 1922.18 On the one hand, 
clinics were praised for their research and teaching potential, and the invention of insulin 
therapy helped generate the oe and cultural capital necessary for institutionalising 
specialist research and practice./? On the other, interested doctors justified these clinics into 
the 1940s and 1950s by suggesting that their concentration of expertise and laboratory facilities 
were central to maintaining patient health.22 Such claims recognised that management of 
diabetes had come to centre on long-term monitoring of various metabolic and clinical markers 
of disease progression, despite the growth of ame doubts about the long-term benefits of 

‘normoglycaemic’ control over previous decades.2! And clinics, at least initially, were 
designed to facilitate more organised access to the required laboratory facilities for 
surveillance, as well as to offer ongoing consultation and education for patients in their self- 
management. 


Although GPs continued to offer varying levels of care, by the 1950s hospital clinics had 
been widely — if reluctantly — a as the ideal place for long-term and specialist 
surveillance of patients with diabetes.22 GPs and hospital clinicians alike noted how ‘diabetes 
mellitus . . . and its management is gradually being taken out of the hands of the general 
practitioner by the establishment of diabetic clinics’, a trend that even resentful GPs described 
as a ‘relief’ in terms of workload.“ Such observations find support in the rapidly increasing 
numbers of clinics through the 1940s and 1950s, rising from 40 clinics in 1940 to 194 in 


1955.22 The importance of clinics and specialist supervision received recognition from the 
Ministry of Health, which issued guidance on the regional organisation of inpatient and 
outpatient services in 1953.28 


The 1950s, however, in many ways marked the zenith of the clinic’s reputation. Over the 
following decade and a half, doctors began to note a number of problems with clinic practice. 
Whereas doctors had previously lauded the clinic’s concentration of patients, many clinicians 
now voiced concerns about the strains that such centralisation placed on care as patient 
numbers grew. At one major centre in the Leicester Royal Infirmary (LRI), for instance, 
registered attendances rose from 6,379 in 1949 to 9,854 in 1965.22 It was in response to 
similar growth that John Malins, an eminent mid-century authority in the famous Birmingham 
clinic, suggested that: ‘the size of the diabetic problem. . . is apt to oust all other work unless 
the intake of patients is strictly controlled — no easy matter’, and ‘as a result the clinic is apt to 
become large and unwieldy’.2° In part, such increases may have resulted from patients living 
longer in line with new therapies and improved facilities.*2 However, greater detection and 
referral from general practice also played a role, with the average number of new patient 
attendances yearly at the LRI increasing by over 60 per cent from 286 for 1949-52 to 483 for 
1959-6239 


During the 1950s and 1960s, clinical and public health doctors identified a range of factors 
supposedly responsible for the increase in the incidence and prevalence of diabetes. They 
implicated more sedentary lifestyles, rising affluence, rapidly altered diets, the ‘conquest’ of 
infectious disease, and a general ageing of the population as potential causes.2! Such 
explanatory frameworks formed part of wider concerns with reframing public health in terms 
of both chronic disease and lifestyle change, a development itself intimately tied to the creation 
of the new tools of risk factor epidemiology.“ Increases in clinic patient load also had some 
relation to the development of new diagnostic technologies, with two innovations in particular 
worthy of mention. The first was a new heat-producing tablet, available from 1944, which 
removed the need for doctors to measure solutions and heat urine for testing.2? The second, a 
variety of enzyme-loaded paper, was developed in the 1950s and allowed practitioners to 
identify initial glycosuria by the strip changing colour when dipped in a urine sample.“4 
Although each took time to become widely available to GPs, both nonetheless made initial 
detection of diabetes considerably easier, with one trial even suggesting that tablets more than 


halved testing times.2 


The enzyme-loaded strips in particular were central to a wave of major diabetes population 
surveys taking place in Britain between the early 1950s and mid-1960s, with substantial 
effects on awareness and understandings of diabetes. The surveys had an international impetus. 
Many were inspired by equivalent American undertakings in the 1940s, and they later formed 
part of efforts to assess global prevalence through research networks established as part of 
colonial expansion.2° They reflected, nonetheless, a growing interest in epidemiological 
surveys of chronic disease in Britain, and were underpinned by the significant growth of post- 
war finance for biomedical research.” In the short term these surveys were designed to assess 


the extent of unmet need for health-care services, and to hint at potential physiological 
precursors or socio-cultural causes to be longitudinally assessed. With regards to diabetes, 
they uncovered significant numbers of undiagnosed cases to add to local clinics, roughly 
doubling the number of patients in any given community.*? In the longer term, increased 
numbers were likely compounded by raised professional and public awareness. In the national 
press, specialists increased estimates of national prevalence from between 3 and 6 cases per 
thousand population in 1950, to around 12 per thousand by 1960, and the potential existence of 
significant amounts of hidden disease was widely reported.“ National figures, along with the 
novel notion of submerged disease, concerned the profession and were repeated in the press. 
The subject of diabetes detection also featured more prominently at national medical 
conferences and in major medical journals, including one exchange in The Lancet during 1963 
taking in seven letters over six editions and three months.*! 


Unfortunately for hospital doctors, the rising numbers of patients under their care were not 
matched by increasing finances. Resources under the new National Health Service were scarce 
and under intense political scrutiny.” Initial projections for resource requirements had been 
wildly inaccurate, and the resulting disconnect with actual spending frightened politicians into 
introducing new rationing measures and subjecting the Service to consistent financial review.” 
While the most politically significant investigation into NHS expenditure during this decade — 
the Guillebaud Report (1956) — defended the NHS as excellent value for money, searches for 
savings in resource use intensified over subsequent decades.“ By the 1960s, this scrutiny had 
turned to a search for improved management of expensive hospital facilities, with voluntary 
health organisations and central evel alike examining means for better organisation of 
resources and outpatient clinics.” Under such circumstances, the retention of large numbers of 
patients under specialist care became both financially challenging and politically problematic. 
Concern with overcrowding in outpatient departments peaked in the early 1970s, and led The 
Lancet to blame consultants for confusing quantity with quality in assessing their worth, and 
for undertaking work which was ‘quite unnecessary’ .“© 


In the face of this combination of rising patient numbers and strained resources, clinicians 
became increasingly dissatisfied with both standards offered to patients and the conditions of 
their work. Initial attempts to compensate for changed conditions involved drafting in more 
junior staff to assist. However, their eee short tenures broke the continuity of 
care that long underpinned the logic of clinics.“4 Equally, the drive for efficiency in terms of 
patient turnover left practitioners disgruntled, and they claimed that ‘the aims of treatment were 
becoming increasingly frustrated’ in light of resultant ‘overcrowding’. 


Hospital clinicians also grew tired of the more ‘routine’ patient being seen. These tended to 
be patients on diet alone or oral drugs, with physicians complaining that ‘management is not 
difficult and they would have been discharged to their general practitioner if it was known they 
would have regular supervision of their diabetes in the practice’.’ This tilting towards the 
predominance of ‘mild’ patients had been noted in the early 1950s, but was possibly 
accelerated by the application of the survey and its mutation of diabetes into a less 


symptomatic and more quantitative disease entity.22 Physiological research, that is, had long 
shown that there was no single norm for average blood glucose levels in humans, and even 
during the 1920s and 1930s, models of diabetes had suggested that clinical symptoms appeared 
often only after a long asymptomatic onset.2! However, along with uncovering ‘hidden’ cases 
of clear diabetes, new surveys suggested that far more people experienced blood glucose 
levels outside a clearly bounded ‘normal range’ than had been expected.2* The meaning of 
these quantitative deviations was unclear, correlating neither with gee aes clear lesions, nor 
a definite increased likelihood of pathological change in the future.2? Indeed, while some 
patients with ‘abnormal’ results might go on to develop symptomatic diabetes, when retested a 
number might revert to ‘normal’ tolerance. 


When found in individuals, these ‘borderline’ results left clinicians unclear as to what level 
of hyperglycaemia could be considered par eee especially in older age groups where 
glucose tolerance appeared to decline.22 Conceptually borrowing from hypertension, some 
clinicians and researchers in the mid-1960s even seers whether ‘benign and malignant 
hyperglycaemia would be preferable terms’ to diabetes.2° By 1980, follow-up studies of the 
relationship between persistent hyperglycaemia and complications in populations would fix 
diagnostic criteria for individuals in relation to quantitative risk for diabetic retinopathy.2’ In 
the meantime, however, it is possible that this changed character of disease and diagnostic 
uncertainty led to even more ‘mild’ hyperglycaemic patients appearing in ee even if 
symptoms continued to form the major prompt for diagnosis into the 1970s.2° With such 
patients more common than before, specialists oars that they were unable to focus on 
the ‘difficult problems’ suited to their training.2? Experience, efficiency drives and an 
expanded disease concept had turned diabetes into a routine disease; such a change frustrated 
hospital doctors who felt such patients less requiring of their skills than others. 


New models of care and bureaucratic tools in general practice 


By the late 1960s and early 1970s, a number of hospital consultants and diabetes specialists 
had decided that easing the pressures on clinics would require more radical solutions than 
tried previously, primarily involving moving patients out of the clinics. At the same time, there 
were GPs who felt that standards in general practice could also be improved through better 
organisation and co-operation, particularly where GP responsibility for patients had been 
retained.© Through such drives for reform, diabetes care underwent significant change during 
the following decades. 


In terms of clinics, during the 1970s and 1980s physicians tried a number of systems to 
relieve patient-load, and to extend advice and educational facilities outside of clinic hours.®! 
The most widely pursued innovation in care during this period was that of GPs assuming 
greater responsibility for the care of routine patients, and those deemed well-managed on 
insulin. In most instances, the initial step in establishing new forms of care came from 
consultants reaching out to GPs. Programmes for GP education and care protocol thus 


developed out of friendly collaboration with GPs.® Where such cordiality did not exist, 
however, hospital-led schemes might meet resistance from local practitioners and it was here 
that specialist nurses were essential, building relationships and refining schemes in situations 
where tensions existed.® As with other forms of service innovation, local politics and culture 
were clearly important in influencing outcomes and trajectories at a micro-level. 


The form of scheme that GPs and consultants entered into varied according to these local 
circumstances, and could involve multiple practices joining with a clinic in a large scheme, or 
establishing individual relations between consultant and GP in smaller ones.© Likewise, the 
organisation of GP-care itself also differed across practices. Some practitioners sought to run 
special ‘mini-clinics’ in protected surgery time, headed by one or two interested GPs if 
operating within a group surgery. Here, patients were registered and recalled for regular 
follow-up consultations and tested at their local practice ina single sitting. Nursing staff would 
undertake patient education and take samples, whilst GPs performed more complex screening 
procedures, analysed results and offered advice. Patients were generally requested to attend at 
intervals of three to six months for at least glucose, ketone, weight, and visual acuity tests, with 
a special check-up — including screening for complications — performed annually.®° A mixture 
of automated testing equipment and contractual arrangements for direct access to off-site 
diagnostic facilities fostered independence, though some mini-clinics directly involved 
hospital staff.&2 


Other schemes, by contrast, encouraged all GPs to look after their own listed patients. Here, 
the routine surveillance of patients would be undertaken during regular surgery time and the 
link between patient and single practitioner would not be broken. In perhaps the most 
comprehensive of these shared care schemes, established in Poole during the early 1970s, 
some patients had no direct contact with the hospital, except for visits to the laboratory for 
glucose estimations. The rest of the surveillance tests and consultation were performed in 
surgery time, albeit with connections maintained to community opticians, while community 
nurses and health visitors were also attached to surgeries for domestic visiting and dietetic 
advice. Technological innovation made possible new forms of team work — with 
communication between care sites achieved via computer, as well as letters and patient-held 
records — while all practitioners in the scheme signed up to shared care protocol that detailed 
responsibilities, referral criteria, and the aims and metabolic targets of therapy.© Similar 
models were tried elsewhere, but GPs were able to organise their practice idiosyncratically so 
long as minimum standards of care were agreed and shared records were completed. 


As time passed a number of other alternatives were created, such as travelling clinics for 
more remote communities, and diabetic days or hours in certain London surgeries.“ Learning 
about these innovations through publication, education, or participation in professional 
conferences, some GPs sought to raise their own standards of care for diabetes patients, and 
had adopted some of these organisational forms independently of clinics.2 Although more 
isolated from clinic teams, some GPs might still maintain access to hospital or health authority 
expertise, such as dietetic advice or chiropody care.“ Along with practice nursing and 


secretarial staff, that is, some GPs operated as the head of a health-care team with referral as 
an option for more specialist services. 


Central to new forms of GP-based care were a series of tools designed to make surveillance 
of the patient population more effective, and to monitor and reform professional activity. 
Common to almost all shared and structured general practice care programmes, for instance, 
were patient registers to help track the size of the observed population, and recall systems — 
buttressed by home visits to non-attenders — to ensure regularity and frequency of patient 
attendance.” Similarly, advocates of these schemes recommended the use of highly structured 
patient records, generally comprising a checklist of tests to be undertaken, a follow-up section 
for results to be recorded, and additional spaces to record treatment notes and patient 
information4 These specially designed cards would allow for ‘quick accurate recording and 
recall of information’, thus making it easier to account a patient’s progress and facilitate 
communication between staff members and over time. Moreover, along with the agreed 
practice protocol, designers of these records believed that they would improve the standard of 
care, directing professional action and providing ‘built in reminders so that both patient and 
professional will remember to carry out all the routine and sometimes tedious checks which 
are part and parcel of good diabetic care’. As well as helping to review the care of 
individual patients, these records therefore facilitated the shift of surveillance onto 
practitioners. Practice protocol set team responsibilities and ‘the basic standard for general 
practitioner and hospital care’, while records were considered key to providing the raw 
material for regular and research-based audits.“ This was so much so that the quality of record 
completion was a prominent audit measure or discussion point in research assessments of GP 
care. Although such highly structured, reviewed and bureaucratised care might be thought of 
as anathema to professionals who so frequently spoke of clinical autonomy, as discussed 
below, this organisation of care was constructed as one of the major benefits to systematic 
general practice involvement in diabetes management. 


The extent of GP engagement in structured independent, shared or community diabetes 
Management during subsequent years is hard to uncover. From archival material and 
publications it appears that GP-based care had spread right across Britain by 1990, with 
references to practice in: Kirkcaldy and Stirling in Scotland; Newcastle, ae 81 and 
Sheffield in the _ of England; ;Be eon 83 parts of Staffordshire,“ Birmingham and 
wee Ilkeston,®° Leicester,2 Nuneaton, — parts of Oxfordshire in the English 
Midlands;®? Norwich,” Kings Lynn,2! Newmarket,2* and Ipswich, in the east of England; 
London,“ Southampton,2 and parts of Surrey and Hampshire in the south of England; 
Poole, Bristol, and Exeter in the South West;22 and Cardiff,422 the Upper Afan Valley, 
Powys and Gwent in Wales.1% Thus, while initial experiments appeared in the English 
Midlands in relation to expertise in the Birmingham area, by the early 1990s shared and 
structured care in general practice had spread widely — if not necessarily deeply — beyond this 
base. 


Diabetes and general practice management 


Why did GPs want to take on such care? And what does the spread of GP-based diabetes 
management tell us about the changing basis of post-war general practice? Of course, like 
hospital clinicians, the authors of early texts about general practice diabetes care believed that 
GP involvement would raise standards, and certainly make care more convenient for patients. 
These doctors pointed to the inefficiency and depersonalisation of ‘the diabetic clinic 
scrummage’, highlighting its fleeting consultations, costs to patients, and broken continuity of 
care.123 They deemed general practice care, by contrast, to be far more amenable to patients, 
who would have shorter waiting times and greater ‘comfort’ Familiarity with medical 
teams, proponents suggested, would also make oversight more regular, and thus more 
effective.22 And indeed, the willingness of patients to accept greater GP involvement was 
itself important in helping new schemes gain momentum. 


Yet, these same texts frequently included references to a number of advantages for GPs 
themselves, highlighting a clear political and professional interest in clinical change. For 
instance, initially — and somewhat ironically given references to ‘routine’ patients — hospital 
doctors and GPs pointed to the intellectual satisfaction gained from looking after patients with 
diabetes. Diabetes was portrayed as a complex condition, affecting almost every bodily 
system, which would provide a ‘wide spectrum of experience in symptomatology, pathology 
and treatment’.12° It was, according to its proponents, ‘the ideal disease for the general 
practitioner to diagnose, observe and treat with interest’.12’ Diabetes thus sat in opposition to 
the supposed wave of ‘trivial’ cases that some felt characterised general practice, and which 
even resulted in feelings of ‘professional humiliation’ over ‘wasted’ training.128 Although such 
feelings were not universal, strong references to work satisfaction and clinical complexity 
clearly sought to make capital from anxieties of inferiority and dissatisfaction, even while 


other doctors were trying to rehabilitate such trivia as central to primary care.122 


Discursive appeals to GP interests were multivalent and it was perhaps their ambiguity and 
eclecticism that proved persuasive. While at once emphasising skill, early proponents of GP 
care also pointed to the need to care for the whole patient in such an ‘all embracing 
condition’.“2 GPs knew about the intimate aspects of their patients’ lives, and diabetes’ status 
as a ‘lifelong disease’ combining ‘symptoms and physical and biochemical findings with 
social and emotional problems’ was therefore considered to strongly ‘interest the general 
practitioner’! Although managing social and emotional problems was clearly seen as a 
‘skill’ — and by the 1950s a skill seen as an integral part of diabetic clinic care — it was not one 
necessarily associated with the hospital form of clinical medicine Such references were, 
therefore, likely alluding to the ‘whole person’ rhetoric associated with views that GPs might 


become specialists in the psycho-social medicine of individuals? 


As time passed, the basis of these claims transformed in line with shifting politics of, and 
visions for, general practice. Alongside references to patient satisfaction and improving 
clinical skill, some advocates for general practice care in the 1970s and 1980s began to cast 


diabetes as a model of proactive, preventive medicine. For example, one GP suggested that, 
though ‘extra time is needed to run a clinic’, their team felt ‘that diabetics are such a high-risk 
group tha[t] an average of five minutes per day for prevention and treatment is an efficient use 
of a doctor’s time’.4 Another retrospectively agreed, suggesting that the programme for 
diabetes in his practice emerged due not only to ‘an impression that we could do a lot better 
with diabetes’, but also to a desire amongst his partners to ‘do more about preventing people 
becoming ill, rather than just reacting to the crises’. This began with opportunistic screening 
and follow-up care for patients with hypertension and non-insulin-requiring diabetes during the 
1970s and 1980s, but later took in individuals with conditions requiring similar long-term 
maintenance therapy, like hypothyroidism and epilepsy. 


The notion that GPs should engage in preventive medicine was not new. Armstrong and 
Lewis, for instance, have pointed to similar claims on prevention during the early twentieth 
century, with Armstrong suggesting that engagement with epidemiology and social medicine 
resulted in an expanded surveillance ethos in general practice.4/© However, in terms of 
proactive screening for disease, it seems that resource and knowledge limitations dissuaded 
many GPs from engaging in anything beyond opportunistic work during the early post-war 
decades.+ Furthermore, across the 1960s and early 1970s, some influential epidemiologists 
and public health doctors sought to link the detection and prevention of chronic diseases to the 
political future of the Medical Officer of Health (MOH).® Politically, that is, GPs faced 
competition for space in preventive medicine, albeit within a context where collaboration was 
being encouraged from both academic and practitioner perspectives.U2 After 1974, however, 
the role of the MOH had been abolished and public health doctors were incorporated as 
managers and service planners into the NHS as Community Physicians.122 GPs were thus 
afforded space to move into expanded preventive health work, including chronic disease 
management.1! In fact, work to improve service delivery and co-ordination in conditions like 
diabetes was even performed out of academic departments of community medicine and general 
practice, marking an institutional collaboration on public health from the old and new public 


health workers.422 


That managing non-insulin-dependent diabetes in general practice was included in 
considerations of preventive medicine is revealing. According to the GPs above, detecting 
disease early was no longer itself at the centre of discussions about disease prevention. Rather, 
in the context of patients being considered ‘at exceptional risk’ of arterial disease, managing 
diabetes patients more effectively — meaning proactive, organised surveillance and therapeutic 
titration — had in itself become a core component of preventive medicine.!2? The increasing 
centrality of epidemiological methods as clinical and public health tools was central to such a 
transformation. Uncovering large amounts of undetected and ‘subclinical’ disease, along with 
calculations of individual risk, cast prevention into three stages. Academic GPs and 
epidemiologists began to talk of primary prevention (preventing occurrence by treating a 
precursor state, targeting those at risk, or promoting health in the population), secondary 
prevention (preventing the progression of a subclinical disease into a clinical state by 
detecting asymptomatic cases and managing patients early), and tertiary prevention (preventing 


the worsening of a clinical condition into severe disability). Each stage was linked via a series 
of interconnected interventions.‘“ In the light of such discussions, interlocutors claimed that 
‘poles of curative medicine on the one side and prevention on the other no longer apply’, 
broken down in suggested webs of risk and surveillance“ As noted, given its serious 
complications and its status as a risk factor for other conditions, the detection and treatment of 
diabetes could be considered as secondary or tertiary prevention. Equally, targeting 
overweight or elderly individuals with preventive lifestyle advice as a means to avoid the 
condition could be classified as primary prevention.12® But it was this division between 
complete prevention, and the prevention of complications that turned diabetes management 
itself into a preventive health activity. It was a distinction that became sharper as acceptable — 
meaning more large-scale clinical and epidemiological — evidence emerged to buttress 
traditional faith in metabolic control as a deterrent to the emergence of diabetic 


complications.1~2 


Conclusion 


Historians have long used the construction of, and responses to, specific diseases as lenses for 
investigating medicine and society.4@8 In this chapter, I have sought to connect changing 
understandings of a particular disease — diabetes mellitus — with shifting strategies and models 
of care as a means to draw out the drivers for service innovation in a period of broad 
epidemiological change. By focusing our gaze in this manner, it has been possible to 
demonstrate that clinical and organisational change in British chronic disease care was driven 
by more than shifting disease profiles and demographic patterns. Rather, a combination of 
financial constraints within a new health and welfare system, the deployment of novel 
diagnostic and surveillance technologies, changing meanings of disease and work, and 
fluctuating professional politics all shaped and helped generate a new model of care for long- 
term illness. 


Beyond this, however, a case study approach to disease management has also highlighted 
how responses to chronic disease care during the late twentieth century revolved around a 
process of bureaucratisation. In many respects, doctors and health care providers were 
building on a late-nineteenth and early-twentieth-century heritage. As Steve Sturdy and Roger 
Cooter amongst others have noted, the development of mass health care provision — alongside 
concerns over population quality — generated a significant momentum for the bureaucratisation 
of medical care and knowledge at the turn of the century./22 Doctors, clinical researchers, 
insurance bodies and states alike converged over efforts to standardise diagnostic labels and 
processes, as well as to divide and reintegrate bodies (of knowledge, individuals, populations 
and medical labour) in pursuit of maximum efficiency.t In post-war Britain, the need for 
efficiency grew ever more important under the resource-strapped NHS, while the integration of 
clinical and epidemiological research cultures in elite institutions fostered understandings of 
the care process as standardisable and reviewable./#! In terms of diabetes, these pressures 
extended beyond the initial hospital cocoon, following chronic disease care into general 


practice. Now spatially redistributed, medical teams drew on well-developed bureaucratic 
cultures and practices in pursuit of more efficient and effective care: more tightly prescribing 
roles, documenting work, and reviewing activities than ever before within new hierarchies.124 
This process was facilitated by an expanding range of tools for prescription and surveillance, 


as well as changing political projects in British general practice. 


These changes in diabetes care have had long-lasting legacies, despite research over the 
1980s and early 1990s offering mixed results about their efficacy.°? In part, this is because 
models of diabetes management formed a symbolic part of broader arguments about raising 
standards in general practice into the 1980s and 1990s. By 1985, for instance, diabetes had 
formed an early target for the RCGP’s ‘Quality Initiative’, and the College had begun 


discussing new models of care in terms of good general practice more broadly:!4 


Teamwork and practice management are gaining recognition as essential rather than desirable for effective patient care 
in all types of practice, especially in the management of chronic diseases such as diabetes mellitus, hypertension and 
asthma, and in anticipatory care. Agreed protocols and standards, the registered list of patients, the continuous clinical 
record, the microcomputer, practice leaflets and the practice annual report are seen as some of the tools [central to such 


care].439 


A discussion of the politics of this ‘quality’ agenda is beyond the scope of this chapter.1“° 
Nonetheless, the equation of managed chronic disease care with good general practice 
underlined both the extent to which general practice was reforming around new sets of disease, 
and how far end-of-the-century visions of general practice had shifted away from earlier 
interest in facilities, practitioner intelligence and time management./“’ Such has been the 
strength of this integration that the links between chronic disease care, bureaucratised 
managerialism and good general practice continue to the present day in contemporary 
discourse and policy. In 2004, for instance, the General Medical Services contract introduced 
the Quality and Outcomes Framework (QOF) for general practice, a voluntary pay-for- 
performance scheme to encourage improved organisation, expanded preventive health service 
delivery, and developed GP-management of common chronic diseases. The QOF is vastly 
more complex than the earlier 1990s contracts, awarding gradated points for various levels of 
compliance with selected indicators. The premise of the scheme nonetheless shares much in 
common with the earlier contracts, and in particular with the emphases on bureaucracy, 
review, and GP chronic disease management. Recent discussions of the QOF, while equivocal 
— and even critical — about its impact, have reinforced ideas that incentives are effective, and 


that organised GPs should provide vital preventive health care to local populations. 18 


There is significant scope for further accounts of evolving architectures of care, as well as 
for more expansive discussions about how models of care and management moved between 
sites, specialties and conditions.4°2 Currently, for example, historians have paid very little 
attention to the histories of surveillance tools, and while the early-twentieth-century medical 
record has received significant attention, scholars have generally restricted their interest to this 
instrument“ The histories of recall systems, of clinical computers, of care protocol, and 


clinical audit and guidelines — and, crucially, their connections to shifting understandings of 


disease, treatment and labour — are greatly under examined."“! Such studies are likely to take in 
significant changes in post-war medicine, politics and society in specific (and interlinked) 
locations, and in the British case they will require closer attention to the interactions between 
private companies, public health care architectures, and large-scale research infrastructure 
than hitherto attempted.“* This work will undoubtedly prove challenging to historians, and 
require flexible, interdisciplinary frameworks for analysing disease and formations of medical 
labour. It will nonetheless likely also prove very valuable, and elucidate some of the defining 
features of post-war clinical practice. 
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24 
BEFORE HIV 


Venereal disease among homosexually active men in England and 
North America 


Richard A. McKay 


The transmission of sexually transmitted infections among homosexually active men would not 
regularly command headlines in England and North America until the emergence of the 
Acquired Immune Deficiency Syndrome (AIDS) epidemic in the early 1980s. Yet this topic 
had, by then, been a developing social and public health concern for over 30 years; it remains 
a pressing issue today, over 30 years later. This chapter aims to sketch the contours of this pre- 
AIDS history, one which has languished in the shadow of HIV and has received relatively little 


attention from historians.+ 


This overview presents interim findings from an on-going historical study of venereal 
disease (VD) — the term most often employed before 1980 for infections spread through sexual 
contact — and sexual health among men who had sex with men. In describing these men, I 
follow the work of other historians of sexuality by employing the word ‘gay’ for those 
individuals who organized their personal identities to a significant degree around their sexual 
attraction to other men. I use ‘queer’ as a more broad descriptor, a category which included 
gay men as well as those who might not identify as gay but who were attracted to and had sex 
with other men. The project concentrates on three predominantly English-speaking countries — 
England, the United States, and Canada — in the twentieth century’s middle decades, and the 
current chapter reflects these geographic and temporal foci.* Though these countries present 
obvious differences in terms of their populations, health-care delivery systems, and 
immigration patterns, among other variations, they share a number of important similarities. 
Common religious and legal traditions generated similar social and legal prohibitions on 
same-sex relationships. In response, first homophile and later gay-rights activists drew 
encouragement and assistance from supportive transnational networks.? Furthermore, each 
country also had an established corps of health-care professionals dealing with a growing 
venereal disease problem, many of whom were attentive to international developments. A 
working assumption, therefore, is that sufficient similarities exist to justify drawing together 
examples from these three countries to illuminate shared phenomena and chronologies. My 
hope is that interested readers will pursue the cited sources for more detailed study, and to 
determine the extent to which local conditions might complicate the general picture I present 


here. 


Earlier awareness and tacit knowledge 


An awareness that same-sex sexual practices could communicate infection circulated within 
European medical and forensic communities — and, of course, among those men unfortunate 
enough to become so infected — as early as the 1490s.‘ As cities across Europe prosecuted 
individuals for sodomitical practice and assault, and confessions by torture gradually gave 
way to the use of forensic evidence in trials, medical professionals’ testimony assumed greater 
importance in the courtroom. Paolo Zacchia, a prominent seventeenth-century medico-legal 
authority, consolidated and disseminated a body of logical knowledge about anal intercourse 
which medical experts could then read onto the bodies of those accused of such crimes. Over 
time, venereal maladies like condylomous bumps, chancres, and foul discharges joined penile 
traumas, traces of anal inflammation, tears, and excrudences — or a smoothened rectal passage 
in the case of habitual sodomites — as suggestive signs of anal intercourse.2 In London, a 
Turkish man was convicted of sodomizing a Dutch youth in 1694; the surgeon testifying in this 
assault case pointed to the victim’s anal venereal ulcers and corresponding chancres on the 
accused’s penis as evidence of the crime.® Just over a decade later, John Marten, another 
London surgeon, wrote that, ‘in this dissolute Age’, sex between men transmitted venereal 
infections ‘very frequently’. Marten noted disapprovingly that one patient he treated had 
become sick with the clap and the pox after another man with mouth ulcers sucked his penis — 
an act which, before the onset of a venereal distemper, brought both men ‘great Pleasure’.? The 
surgeon later highlighted, in an expanded version of his treatise, the tensions experienced by 
medical men treating such individuals, their loyalties divided between a professional duty to 
aid these patients and a legal responsibility to report them to a magistrate.2 Marten’s 
contemporaries viewed him as unusually scandalous, however, for his explicit mention of sex 
between men in print; most practitioners maintained a well-practised silence on the topic.? 


Perhaps the dissolute relations that Marten’s contemporaries avoided discussing, and which 
dismayed urban reformers in the eighteenth and nineteenth centuries — in London and other 
large cities of Western Europe, and later in North America — stemmed from the disruptive 
agricultural improvements linked with the industrial revolution’s onset. Thousands of young 
workers, displaced from their traditional rural employment, streamed to urban areas. Young 
people in their teens and twenties dominated London’s population in the late seventeenth and 
early eighteenth centuries? Uprooted from their familiar work, religious, and familial 
environments, which normally served to police sexual behaviour, ever-greater numbers of 
young men were able to find others interested in same-sex contact. In London, these increased 
numbers supported the formation of a core group of ‘mollies’, men whose non-normative 
gender performance and semi-public displays of sexuality placed them most visibly at the 
centre of many loosely overlapping networks of queer men. These men would continue to seek 
each other for sex and sociability in the marginal spaces — parks, latrines, and certain taverns — 
of their growing cities.“ 


Although English secular law had prohibited sodomitical relations since the sixteenth 
century — a tradition transferred to the North American colonies — a series of laws passed over 
the course of the nineteenth century codified the ‘unnatural’ relations that were not to be named 
under offences like ‘gross indecency’ and ‘indecent assault’ 1 In conversation with these legal 
attempts to demarcate the actions of men who sought sex with men as deviant, late-nineteenth- 
century sexologists — practitioners of a scientific study of sexuality that drew on such diverse 
specialties as public health, forensic medicine, and psychiatry — attempted to classify the 
abnormal sexual behaviours they witnessed, attributing them to an inherently deviant mental 
state. In doing so, they moved away from a history of analysing bodies for physical signs of 
infection. Previously, medico-legal authors such as Ambroise Tardieu in Paris and Johann 
Ludwig Casper in Berlin had considered whether infections like syphilis and growths around 
the anus constituted typical signs of those who practised anal intercourse./ Shifts away from 
physical signs towards psychological understandings of homosexuality may have contributed to 
a relative loss of the association between same-sex encounters and VD by the beginning of the 
twentieth century. Later, the work of some twentieth-century public health practitioners would 
represent a return of sorts to this positivist tradition, with attempts to define ‘the homosexual’ 
by appearance and comportment, by occupation, and by the presence of venereal lesions. 


In the late nineteenth and early twentieth centuries, physicians, surgeons, and specialists in 
syphilis and other diseases drew on increasingly sophisticated techniques to differentiate 
between sexually transmissible infections, namely syphilis, gonorrhoea, and chancroid. In 
isolated reports and case studies, practitioners published examples of such infections being 
passed through ‘unnatural’ or ‘perverted’ practices. Gradually, experts attributed fewer cases 
of venereal infection to ‘casual’ contact, instead viewing syphilitic chancres in the mouth or 
around the anus as a product of oral-genital and penile-anal contact. Nonetheless, with VD a 
difficult topic for public conversation, many were very reluctant to acknowledge sexual 
practices other than vaginal intercourse. This silence contributed to a burgeoning belief on both 
sides of the Atlantic that oral and anal sex could not transmit infections and were therefore 


safer than vaginal intercourse.“ 


A growing problem? Political and public health surveillance 


The 1930s and 1940s brought increased political and public health scrutiny to non-normative 
forms of sex, through a retrenchment of gender conformity during the Great Depression, 
enhanced VD prevention drives, and a heightened attention to commercialized sexuality amid 
mobilization for war. Sexual Behavior in the Human Male (1948), by Alfred Kinsey and his 
associates, further concentrated public attention on the ‘homosexual outlets’ of American men — 
which appeared to exist in far greater numbers than previously imagined."? In synchrony with 
this increasing research and discussion of homosexuality, public health physicians increasingly 
reported outbreaks of VD spread through same-sex contact, or, aS some saw it, ‘from 
perversion’. The ‘hitherto unsuspected source of the spread of venereal disease’, as two 
Vancouver physicians referred to homosexuality in 1951, gradually drew more attention.1° A 


subsequent shift occurred in the way observers discussed the same-sex transmission of VD in 
the 1950s. From earlier descriptions of isolated transmission incidents, where practitioners 
suggested the uniqueness and rarity of such events — particularly in the Anglo-American world 
— increasingly public health workers emphasized that such exposures appeared to be occurring 
more frequently and accounting for more cases than before.42 In part this stemmed from the 
success of penicillin treatment in reducing cases of infectious syphilis from a post-war high in 
1946 to sufficiently low levels that disease surveillance work could quickly detect new 
outbreaks; it was also due to a socio-political climate that was increasingly hostile towards 
homosexual behaviour. 


The late 1940s and 1950s witnessed growing concern about the dangers posed by ‘the 
homosexual’, particularly for child protection and national security. In North America, 
legislators moved to address the perceived threat of dangerous sexual offenders in the 1930s 
and again in the immediate post-war years; these laws notionally targeted child molesters, yet 
in practice were often applied against gay men. Fears of homosexual men being Cold War 
security risks, either as members of socialist organizations or as blackmail targets, sparked 
high-profile media stories and purges of gay men from government departments, first in the 
USA, then later in England and Canada. In the 1960s, Canadian researchers — supported by the 
Royal Canadian Mounted Police, the Department of National Defence, and the National 
Research Council — attempted to create a ‘fruit machine’ that measured interviewees’ pupillary 
responses to visual stimuli in order to determine their sexual orientation. The technology 
repeatedly failed to deliver conclusive results, and eventually the project was abandoned.® 


Discussions of VD compounded these politicized concerns, and incorporated similar 
language suggesting a pervasive, secretive, and largely veiled threat. Drawing on recent 
research from one of its city clinics, the director of New York City’s Bureau of Social Hygiene 
informed attendees of a 1953 conference that the homosexual contact was an ‘important agent’ 
in VD transmission who ‘must be sought zealously’.42 Homosexual men seemed to locate each 
other through some secret code, had sexual liaisons that transcended social strata, and were 
reluctant to name their partners. In articles for their peers, VD specialists sought to establish 
their expertise by explaining the difficulties of discerning a homosexual man and locating his 
hidden infections. One physician, who emphasized the ‘highly organized’ degree of the 
homosexual network on North America’s West Coast and the widespread anal intercourse this 
facilitated, urged colleagues to perform a dark-field examination on every anal ulcer found in a 
male patient. Recasting an old epithet for syphilis with a new Cold War resonance, and linking 
the disease’s renowned mastery of disguise with the homosexual’s ability to evade detection, 
he wrote: ‘We must be ever wary of the “great imitator” in dealing with lesions in the anorectal 


area.’22 


Amidst the upswing of reported cases of venereal disease among homosexually active men 
in the late 1950s and early 1960s, some asked whether this was a real or apparent increase. 
One physician who had worked in a Baltimore syphilis clinic in the years leading up to the 
Second World War recalled how he and his colleagues had treated many early infectious 
syphilis cases, but had only occasionally noticed queer men in attendance. ‘Is male 


homosexuality significantly more common to-day than 5 or 10 years ago?’ he wondered. 


Is there more venereal disease in male homosexuals than there was in the past, or is it simply that venereal disease is 
more frequently diagnosed in such patients? Is it possible that male homosexuals attend [VD] clinics in greater numbers 
than in the past and are therefore subjected to a greater extent to contact interviews which reveal the existence of 
additional venereally-infected homosexuals? Is the male homosexual to-day more promiscuous than he was in the past? 
And finally, since one is most likely to find what one is looking for, is the male homosexual with venereal disease more 


frequently identified to-day as a homosexual because of a higher index of suspicion?2! 


Other medical workers echoed and debated this physician’s questions, as did members of the 
growing homophile movement. Some described their surprise in learning, following an 
infection, that syphilis and gonorrhoea could be spread between men.“2 The editor of ONE, a 
leading homophile journal, stated emphatically that this was a new development: 


We can remember the day when a venereal disease contact from an homosexual experience was highly unlikely — when, 
in fact, no one even remotely known to us, no matter how promiscuous, had ever picked up a disease through a 
homosexual source. 


One writer suggested that gay men, for whom pregnancy was not a concern, were less likely to 
use condoms, particularly due to their reduction in erotic sensation, and thus experienced a 
commensurate reduction in their protection against disease. He also posited that gay men were 
likely to forego attending public clinics, expecting to find them lacking in understanding or 
confidence.’ ONE’s editor advocated just such avoidance, advising readers that as long as 
laws against homosexual acts existed: 


Under no conditions, or for any reason, should a homosexual set one foot inside a public health office. If anyone of us 
needs a doctor, let him go straight to a private physician whose ethics should hold that which is between the doctor and 


his patient in confidence.24 


Drawing on the work of historians tracing the post-war growth of lesbian and gay communities, 
we might hypothesize that the rise in reports did describe a real increase in syphilis, caused by 
an intersecting combination of factors. Urban gay communities experienced transformative 
boosts from the remarkable disruptions of mass-mobilization for the Second World War. 
Millions were uprooted from small towns, thrown together in all-male environments, and 
stationed far from home in their own countries and overseas. Many men who might previously 
have felt isolated by feelings of sexual difference were able to find others like themselves and 
participate in thriving war-time gay scenes in major cities like San Francisco and New York, 
Montreal and London. Many would choose to remain in these cities at war’s end, or maintain 
comnections with other gay men in their new networks. These men would have had a sense that 
they were part of a growing community of like-minded individuals, gained an increased 
awareness of that community’s diversity — beyond enduring stereotypes that focused on ‘the 
fairy’, for example — and in many cases fostered a communal sense of normalcy in opposition 
to prevailing psychological theories of homosexuality as deviance. In many cities, more men 
were having sex with others in more tightly connected networks, with increased opportunities 
to meet more frequently, albeit in a less permissive social environment than during war-time.” 
The chances of an individual transmitting an asymptomatic infection to others increased, likely 


with a correlated rise in clinic admissions. Similarly, as a result of a delicate yet growing 
sense of communal confidence and solidarity, greater numbers of men were more likely to 
admit to sexual contact with other men when seeking treatment. 


The male homosexual and the female prostitute: rivals for 
sexual partners, public space, and public health attention 


In an unpublished training manual written in 1951, an experienced American VD investigator 
explicitly compared the male homosexual and the female prostitute in an aside emphasizing the 
need to maintain confidentiality with teenaged VD patients: 


It will take only one breach of confidence with a youngster to ruin your reputation as a keeper of your word. . . Young 

people have a very efficient grapevine ranking second to homosexuals and prostitutes tied in first place. You play ball 

with them; they’ll play ball with you . . . It is not your job to correct sex patterns already fixed or to save souls. It is your 
26 


job to find cases of venereal disease. 
This brief comparison hints at a common association made by many individuals active in the 
fields of law enforcement, moral reform, and VD control: that the male homosexual and the 
female prostitute were roughly equals of one another in terms of their disregard for 
conventional morality and gender norms, habitual lack of consideration for laws regulating 
sexuality, and cause of public nuisance. In England, the grouping of the two in the Wolfenden 
Committee’s deliberations in the mid-1950s most clearly demonstrates this connection — 
although the Committee’s report and the evidence upon which it was based paid very little 
attention to VD transmission among men.” While a remarkable late-twentieth-century shift in 
public favour towards gays and lesbians has largely severed these conceptual links, their 
traces can be detected most easily in a shared argot, and become much more visible in the 
historical record prior to the 1970s. Frequently those responding to the threat of VD in earlier 
periods would equate the two in an uneasy binary.”® 


Historians have shown how queer men and female sex workers shared similar haunts and 
interacted with each other at the margins of respectable society, often in bars, cafes, and 
taverns with some criminal element, and that a common language emerged to describe sexual 
practices (for example, ‘frenching’ for oral-genital intercourse), sexual partners (‘straight’ for 
those preferring vaginal intercourse), and ways to meet them (‘cruising’ through public spaces 
looking to meet men). Furthermore, this sharing sometimes intensified into competition for the 
Same men as sexual partners. For example, the sailor — a quintessential representative of 
working-class bachelor culture, often with extra money to spend while on shore leave — was a 
favourite of female prostitutes and also featured heavily in gay men’s fantasies and real-life 
sexual culture.2? Sailors also frequently featured among international efforts to regulate VD, 
although contemporaries tended to focus on the risks they faced from their contact with female 
prostitutes.2°2 From the 1930s onward, expert and popular views of sexual orientation 
increasingly enforced a dichotomy between a majority of ‘normal’ heterosexuals and a 
minority of ‘deviant’ homosexuals. Before then, however, men — particularly working men — 


who slept with women could also have sex with men without necessarily losing social status 
nor their own sense of themselves as normal. 


These sexual dynamics would evidently affect VD transmission patterns, and also, in times 
when infections were overwhelmingly associated with female prostitutes and vaginal sex, 
impressions of relative risk. Thomas Painter, a New York gay man studying male 
homosexuality and hustling in the late 1930s, indicated how this sexual economy might operate 
during wartime with reference to another mobile representative of the bachelor class — the 
soldier: 


Prostitutes are seldom very desirable . . . [and] are likely to be diseased, especially the kind that can be picked up on the 
streets, and finally they cost money, of which no soldier in the ranks ever has much. The homosexual then presents 
himself, providing free entertainment, drinks, and company, and offering a momentary fondness to the lonesome boy 
desperate to forget the weary boredom or the terrifying horror of the war or army life. And the homosexual offers the 
boy a form of sexual release without cost, and relatively free from the danger of disease. He often will pay the boy 
something in addition — which the boy then can, and often does, spend on the young woman or female prostitute of high 
quality, whom he really wants. No one will ever know — he is away from home — and anyhow, what the hell. . . he’ll 
probably be killed day after tomorrow anyway. It is [for] these reasons that the soldier . . . succumbs to, and even seeks 


out, the advances of the homosexual — in 1865, in 1918, and in 1941 equally.2! 


Painter’s class biases are expressed in his denigration of street-walking sex workers and 
assumptions about homosexual men’s disposable income. Yet his description of shifting sexual 
dynamics draws attention to the ‘normal’ working man — not the female prostitute, nor the 
homosexual — as a lynchpin in VD transmission, and emphasizes the view, widespread before 
1950, that homosexual men were ‘relatively free from the danger of disease’. 


During the 1950s, as word spread among health workers about the prevalence of VD 
infection among male homosexuals, some asked whether a double standard was at work in the 
legal system. Herman Goodman, a physician who worked for New York City’s Bureau of 
Social Hygiene, had investigated a syphilis outbreak among a network of queer men in 1943. 
By the mid-1950s he was convinced that the male homosexual, population bore responsibility 
for a considerable amount of VD transmission. Based on his interpretation of statistical 
records from the 1957 city magistrate’s report, Goodman concluded that roughly 1,000 female 
prostitutes and 6,500 male homosexuals were largely responsible for the city’s current early 
syphilis and gonorrhoea infections. He pointed out, however, that while female sex offenders 
were charged under a penal code section that required them to receive a physical examination, 
blood test, and antibiotic treatment, none of the male sex offenders received this attention. ‘No 
discrimination’, he argued, ‘for or against the sex offender either male or female’, calling for 
an equitable application of screening and treatment measures to those in custody.“* The jails of 
some cities, like Vancouver, had implemented routine testing of male inmates in the late 1940s, 
based on their older programmes’ successes in finding VD cases among female prisoners.” 
Others, like Los Angeles, demanded mandatory blood tests and treatment specifically for gay 
men sentenced in city courts as a VD reduction measure in the 1960s. This was shortly after 
one LA public health official announced to an international syphilis conference that ‘the white 


male homosexual has replaced the female prostitute as a major focus of syphilis infection’ “4 


Where health measures ended and law enforcement began was often unclear to individuals 


on both sides of the equation. For example, the official responsible for VD control in 
Vancouver in 1942 protested the police department’s efforts to obtain the names of those 
infected through illegal sexual acts. Just over a decade later, his successor promoted the value 
of extensive interdepartmental cooperation, to ‘insure the exchange of all available 
information, to the advantage of both.’22 As exemplified above by the 1962 ONE editorial, 
many gay men were, understandably, deeply concerned that information requested by public 
health clinic workers — the names, descriptions, addresses, and phone numbers of their sexual 
partners — might be transmitted to the police department, whereupon they and their partners 
risked entrapment, arrest, loss of livelihood, and registration as sex offenders. From their 
perspective, and that of health workers tackling VD, maintaining the confidentiality of this 
information was vital. All community-based VD education leaflets produced in the 1960s 
emphasized the commitment of public health agencies to meet this requirement, often in large, 
bold letters.° 


‘Perpetual spirals of power and pleasure’: health workers and 
venereal disease 


Michel Foucault’s phrase linking pleasure to power neatly characterizes certain aspects of the 
relationships between health workers and queer men with VD in the mid-twentieth century — 
with the former working to seek out, examine, and apply diagnoses to these men, and the latter 
often attempting to evade and resist the effects of that gaze.2’ Although numerous health 
workers contributed to the emergent bureaucracy underpinning successful VD diagnosis and 
therapy — receptionists organizing their clinics’ patients, nurses administering treatment, lab 
workers testing samples, and secretaries managing the expansive paper records detailing 
clinical and contact-tracing histories — this section concentrates on two professionals with 
whom these patients interacted: the contact tracer and the physician. 


Contact tracing aimed to locate all sexual contacts of infected patients seeking treatment; the 
practice began in the United States in the mid-1930s, later spreading to Britain and Canada.” 
Initially a predominantly female workforce composed of nurses, almoners, and social workers, 
its ranks in some large North American cities eventually included male public health 
advisers.’ At first, contact tracers focused almost entirely on locating male patients’ female 
partners, reflecting widespread assumptions that VD was spread mostly by the professional 
female prostitute or by ‘the amateur’. Following the widely discussed Kinsey Report, and the 
increasing acknowledgment of same-sex contacts by men attending VD clinics in England and 
North America, greater emphasis was placed on ‘the homosexual’.42 Refinements to VD 
investigators’ interviewing techniques continued; by 1962, training courses instructed contact 
tracers how to identify homosexuals and encouraged them, through their questioning, to 
‘establish the fact that the patient is a sexually promiscuous person and that this promiscuity 
has developed into a continuous pattern from early in life’.4! By providing examples of how 
homosexual men might respond to evade certain questions, and explaining that ‘[c]Jertain 


known occupations may suggest deviant sexual activity’, the instruction of contact tracers 
continued the positivist nineteenth-century sexological project of defining and identifying ‘the 
sexual deviant’, and succeeded in locating many cases of VD.“ One Vancouver newspaper 
described a local epidemiologist, who had travelled to the US for his VD training, as being 
‘proud of his ability to flush out the “gay ones”’.“ 


Contact tracers lamented the fact that many private physicians failed to report the VD 
patients they treated; the detective trail often ran cold at the private clinic door. Sometimes this 
represented a potentially catastrophic spread of infection: reports suggested that certain 
practitioners’ clientele consisted mainly of gay men, some of whom amassed dozens of 
partners while infectious. Often public health workers suspected that private physicians were 
shielding their patients, or were too busy for the time-consuming and unpaid task of 
interviewing them for information about their sexual partners. Health departments expended 
much effort educating private physicians about the value of their contact tracers and their 
absolute commitment to confidentiality.“ It is also true that many physicians remained unaware 
of the possibility of same-sex VD transmission. Formal education about sexual matters was 
minimal — a persistent problem throughout the twentieth century — and if doctors learned about 
homosexuality at all it was often as a foreign perversion, or a practice that conferred a 
protective effect compared to sex with a female prostitute. In some cases physicians may 
have held suspicions about certain patients’ sexual orientation, yet were hesitant to ask prying 
questions or suggest rectal examinations for fear of losing clients.*° It seems likely, though, that 
a Czech émigré physician accurately summarized the American situation in the mid-1950s 
when he wrote that ‘the nearly total lack of reports of primary syphilis in the mouth and rectum 
due to homosexual practices can only be explained by the lack of awareness of this possibility 


by doctors’ .“ 


From the mid-1940s onward, physicians were advised to suspect homosexual relations and 
overcome a reluctance to conduct oral and rectal examinations for hidden lesions. One doctor 
urged his colleagues to look further: ‘Because homosexuals are notoriously imaginative in their 
sexual behavior, the varied lesions of venereal disease may be found anywhere on the body.’ 
Under the dominant sun of Freudian psychological theories, physicians learned that 
homosexuals’ immature development made them self-loving, vain, cruel, amoral, risk-seeking, 
and untruthful, all of which fostered their characteristic promiscuity and propensity for VD 
infections.“? These characterizations evidently shaped some practitioners’ understanding of 
their patients, bringing mixtures of sympathy, disapproval, and disgust. One venereologist, who 
in 1965 took up a consultant position in a mid-sized English town, viewed most of his 
homosexually active patients as ‘apprehensive and fearful persons desperately seeking 
sympathy and succour’. He recalled a middle-aged man from a small local town attending his 
clinic ‘in tears’: 

He was unable to sit down and almost unable to walk from pain. He had had little sleep for several days and had 

restricted his intake of food and drink for more than a week as his venereal condition caused intense pain on passing urine 

and opening his bowels. The whole of his genital area was ulcerated as part of a widespread syphilitic rash and pus 


poured from his rectum which was infected with gonorrhoea. Trembling and humiliated he had almost lost the desire to 
live. A homosexual partner had driven him but only supported him as far as the threshold, lacking the courage or concern 


to stay with him.22 


Increasingly vocal and visible lesbian and gay rights activism came to the fore in the late 
1960s, drawing energy, inspiration, and individuals from the civil rights, women’s health, and 
anti-war movements. Gay liberation’s spirited activism fostered the development of more 
publicly apparent and politically active communities in many cities, some of which sponsored 
their own clinics and health outreach programmes. The Los Angeles Gay Community Service 
Center’s VD clinic, Chicago’s Howard Brown Memorial Clinic, New York City’s Gay Men’s 
Health Project, and Toronto’s Hassle Free Clinic were among the better known of these new 
health initiatives. As part of this expanding medical infrastructure, gay and gay-friendly 
medical professionals, who were themselves occasionally VD patients, targeted poor 
physician training. They drew attention to the differential presentation of disease among 
homosexually active men, emphasizing the importance of oral and anal examinations. They also 
elucidated how different sexual practices, like oral-anal intercourse, had given rise to a new 
category of enterically spread VD, including amoebiasis, giardiasis, shighellosis, and hepatitis 
A. Sites of queer sex, like bathhouses, which had since the 1950s faced public health and civic 
scrutiny for facilitating VD transmission, saw gay doctors making new outreach efforts to test 
and treat those who attended, although some owners saw these efforts as bad for business. 
Perhaps the most significant outgrowth of the 1970s gay liberation health movement was the 
collaborative work between a number of gay VD clinics, the Centers for Disease Control, and 
the pharmaceutical company Merck to study the prevalence of hepatitis B and conduct clinical 


trials for a vaccine.2! 


Patient experiences: from ‘terribly embarrassing and terribly 
pitiful’ to ‘red badges of courage’? 


In addition to enduring the widely felt stigma of medical conditions often associated with dirt 
and moral depravity, and often the need to pay for and juggle medical visits with work without 
raising employers’ or family suspicions, men contracting infections through sexual liaisons 
with men encountered other significant challenges extending beyond their immediate physical 
health concerns. Few men with family doctors would previously have confided the specifics of 
their sexual attraction to their physicians; thus, they would have faced what for many would 
have been a humiliatingly frank conversation with their primary health-care provider, or the 
stress of concealing the source of their infection. Those who had gained access to networks of 
other gay men could inquire about local physicians who might be amenable to treating patients 
discreetly. In many cities, certain doctors — whether themselves closeted, non-discriminating, 
entrepreneurial or perhaps a combination of the three — became renowned for their expansive 
gay practices. For those who could not afford a private physician, the public clinic presented a 
mixed blessing. From the early twentieth century onward, these clinics increasingly provided 
affordable and sometimes free care with a minimum of moral condemnation, although even 
within the same clinic a patient’s reception might differ drastically from one physician or nurse 


to another.22 Nonetheless, significant numbers sought treatment from sources where disclosure 
could be minimized: as late as the 1960s, authorities would complain of patients seeking 
fraudulent cures from quacks and disreputable pharmacists.22 


The location of a patient’s physical complaint also coloured his experience, and to a 
considerable extent dictated the degree to which he might evade the health worker’s 
scrutinizing gaze. While little about patients presenting with penile chancres or gonorrhoeal 
urethritis suggested homosexual contact, those with oral ulcers and certainly with anal 
disturbances would have aroused considerably more suspicion. That being said, the latter two 
locations would frequently go unexamined unless specifically prompted by the patient, so men 
with low-grade signs and symptoms might easily pass unnoticed — leading a Scottish committee 
reporting on sexually transmitted diseases to declare that ‘passive homosexuals’ were 
‘reservoirs of infection’.* One gay observer of the homosexual scene in 1930s New York 
remarked that, while certainly not widespread, among anally receptive homosexual men 
‘syphilis of the anus’ was ‘a really pitiful affliction, being terribly embarrassing and terribly 
painful at once’.2° To this man, embarrassment was closely tied to the physical seat of the pain, 
a confirmation of one’s demasculinization. Such humiliation caused some patients to delay 
seeking treatment, to their considerable distress, complicating the notion that venereal diseases 
were essentially minor irritations between penicillin’s rise and the appearance of AIDS. 


At public clinics, and to a lesser degree with private physicians, patients faced the ordeal of 
disclosing their infection’s likely source. Many were deeply concerned about trusting 
government-employed contact tracers. In the 1950s, physicians realized that a good number of 
these patients reported female names for male sexual contacts. In some cases this was an 
ingenious balance between honesty and concealment whereby gay men provided the 


investigators with the widely employed feminine camp names used by their partners.2° 


In a letter to Donald Webster Cory, the pseudonym of one of the most widely read American 
authors on homosexuality in the 1950s and 1960s, one anonymous gay man in his early twenties 
wrote at length of his experience being diagnosed with syphilis at a New York City public 
clinic. Both he and Cory wished to highlight ‘an old problem in a new form’, one which had 
risen dramatically in importance since the Second World War, and Cory reprinted the letter in 
full. Several of the young man’s points bear emphasizing here. First, the primary importance of 
personal networks over official channels: before attending the clinic, he consulted a gay friend 
who told him ‘there was a lot of VD going around in New York, and that you can get it by 
having almost any kind of sex with an infected person’. Horrified that VD might have caused 
his anal discharge and spots on his torso, he visited a library to consult an encyclopaedia, but 
‘it didn’t say anything about sores in the back’. Second, his lack of awareness: he admitted that 
he and most of his friends were ‘pretty ignorant about it. How was I to know that that spot on 
that sailor’s pipe was going to put me through such an ordeal?’ Finally, he repeatedly 
expressed feelings of ‘anguish and humiliation’ in having to admit the source of his infection 
and submit to anal examinations by an intern and subsequently a team of medical students. It is 
likely that his sense of being scrutinized as ‘a model specimen for their instructional purposes’ 
was due in no small part to penicillin’s success in reducing the prevalence of syphilis in the 


1950s. With clinical instruction on VD so limited, and infectious syphilis cases in such short 
supply, a number of forces compounded the scrutiny the young man received, and contributed to 
his sense of mortification.@ 


In many cases the availability of antibiotics reduced patients’ concern about VD, and gay- 
run clinics succeeded in diminishing the stigma associated with infections during the 1960s and 
1970s. With gay liberationist ideologies proposing that multiple sexual partners were the ties 
that bound the gay community together, some, like author Edmund White, were later quoted as 
saying that ‘gay men should wear their sexually transmitted diseases like red badges of courage 
in a war against a sex-negative society’.22 Still, the experiences of men whose sexual lives 
straddled these therapeutic innovations, and who fell ill with other diseases like hepatitis, 
invite more complicated interpretations. Samuel Steward, an American gay man whose 
remarkable career trajectory took him from university English professor to tattoo shop owner 
and artist, is one telling example. In his early twenties, Steward contracted syphilis from a 
casual male partner; the shock of the infection, his sense of pollution, and a lengthy and painful 
treatment experience scared him from sex for some time. Having returned to a vigorous pursuit 
of sexual encounters, the unsettling shock revisited him once more with a gonorrhoea diagnosis 
in 1950. Later he was scared by the prospect of police and health department investigation 
when one of his sexual partners was diagnosed with syphilis and named him as a contact, and 
he fell very ill with hepatitis shortly after a sexually active holiday spent in San Francisco in 
1953. Though he never followed through with his occasional ideas to give up sex completely, 
Steward would go on to think of the trauma of venereal infection as being an important 
example of a ‘dividing point’, one of a series of ruptures organizing the lives of all homosexual 


men, 2 


‘VD is no camp’: education and prevention 


Widespread reluctance to publicly discuss homosexuality fostered an environment where 
official efforts to address the transmission of VD generally ignored the possibility of same-sex 
transmission. This silence manifested in several ways. Many physicians, most of whom 
received very little education on sexual matters, remained unaware of this route of spread. 
Such ignorance of the possible risks of same-sex contacts also extended to queer men. Indeed, 
in times and places where the threat of VD was tied so closely to vaginal intercourse with 
female prostitutes, some interpreted the silences surrounding homosexual activity and male 
prostitution as suggestions that engaging in these realms conferred a reduction in risk, in the 
same way that they helped men avoid unwanted pregnancy. For instance, Richard von Krafft- 
Ebing, the Viennese psychiatrist who established himself as a late-nineteenth-century expert on 
homosexuality, interpreted cases and compiled editions of his Psychopathia Sexualis at a time 
when syphilis and fears of the disease were widespread. He hypothesized that among the 
reasons why some men might seek sexual contact with other men was a ‘hypochondriacal fear 
of infection in sexual intercourse; or on account of an actual infection’.! Similarly, the 
expression ‘Better a little shit than a chancre’, which circulated in New York’s Harlem district 


during the 1920s — an area with many unmet social and health needs during a period of more 
relaxed social mores and widespread prostitution — suggests how some men rationalized this 
safer-sex belief. In the 1950s and 1960s, public health physicians continued to express 
concern that homosexual men were unaware that sexual contact could bring VD. Many seemed 
to view this particular consequence of sex, like pregnancy, as a concern solely affecting 
heterosexuals. 


As public health workers became more aware that sex between men could transmit disease, 
they were cautious in their attempts to promote this understanding. Information leaflets 
distributed by health authorities might cover all bases by indicating that syphilis or gonorrhoea 
could be spread from one infected ‘person’ to another, without specifying the sex of the 
persons involved — though of course this risked readers projecting their own assumptions onto 
the documents. As long as laws banned same-sex sexual contact, many health workers felt 
compelled to exercise caution, since there was a fear in some quarters that open discussion 
risked promoting the taboo — and illegal — practices. In 1963, at a time when the VD Program 
of the Communicable Disease Center (later the Centers for Disease Control) was otherwise 
encouraging its public health advisors to be assertively resourceful in their efforts to reduce 
VD transmission, its director chastised an advisor who spoke publicly, without prior 
clearance, on the issue of VD and homosexuality at a North Carolina medical society.“ 
Although in 1957 the VD Program had relocated from Washington to Atlanta, the political 
reach of the capital remained strong over this stretch of distance and time. ‘Washington is 
regarding VD education and behavioral studies as sensitive areas and screening for policy’, 
wrote a representative of the CDC’s Information Office in 1964. There is no doubt that these 
political misgivings impeded the promotion of this knowledge, and required agencies seeking 
to make inroads to exercise strong discretion. That same year, as part of the nation’s drive to 
eradicate syphilis by 1972, representatives of New York City’s Department of Health teamed 
up with the Mattachine Society of New York, the nation’s largest homophile organization, 
which sought to promote public understanding of ‘sexual variants’. Their collaborative effort 
led to one of the earliest health leaflets created by and for gay men, entitled ‘VD is No Camp’. 
Ten thousand copies were printed for distribution, though city workers were careful to insist 
that their assistance went uncredited. 


In the absence of official information and before homophile organizations began filling this 
void in the mid-1960s, queer men adopted numerous strategies to protect their health and 
safety. Many undoubtedly read official guidelines against the grain to find information that they 
could adapt to their own sexual circumstances. Tabloid gossip columns, often the earliest 
published sources of community information, would occasionally warn readers of VD 
outbreaks.®8 Given their shared positions as sexual outlaws in overlapping social spaces until 
the mid-twentieth century, it is unsurprising to see queer men drawing on techniques employed 
by female prostitutes to reduce their risk. ‘Frenching’, a commonly employed phrase denoting 
oral-genital sex, was deemed by many sexually active individuals to be safer than vaginal or 
anal intercourse, not least because it allowed for close inspection of the partner’s penis for 
chancres or discharge.©? Experienced female prostitutes were known to reduce their infection 


risk by refusing partners who failed such visual examinations; similarly, some gay men carried 
small penlights with them to allow quick partner check-ups in a city’s dark corners. Among 
those familiar with the risks, men who enjoyed being the receptive partner in anal intercourse 
were deemed, like the female prostitute, to be at higher risk of acquiring venereal infections. 
Another technique some of these men borrowed from female prostitutes was the practice of 
post-intercourse douching with an antiseptic solution. 


Millions of enlisted men learned of the benefits of condom use and post-coital prophylactic 
disinfection through their Second World War training. It is not known how many would have 
thought to use condoms for protection in their same-sex encounters, though it seems plausible 
that some would have done so in the post-war years. Certainly the practice was rare by the 
1970s; VD investigators remembered gay men laughing at the suggestion that they might 
consider using condoms, and one queer-identified man recalled thinking that men using 
condoms before the AIDS epidemic were fetishists.“ By contrast, post-encounter genital 
washing formed part of standard healthy sex guidelines that gay men encountered in 
community-produced literature in the late 1960s and 1970s. Finally, from the early 1960s 
some doctors regularly recommended their gay patients practise pre-exposure prophylaxis by 
taking penicillin pills if they foresaw the chance of an exposure with an infected partner. The 
fears of drug-resistance and sex without consequences raised in the ensuing conversations 
would presage many that would follow in the course of the HIV/AIDS epidemic decades 
later.4 


Conclusion 


At the close of the Second World War, and throughout much of England and North America, 
many health workers and queer men were unaware that same-sex contact could transmit VD. 
This changed significantly between the late 1940s and the 1970s, as queer men gradually 
became the focus of heightened political and public health surveillance, and the incidence of 
VD among them appeared to rise. The increasing visibility of lesbian and gay communities and 
the rise of gay liberation had mixed results. By the 1970s gay men managed to shake off the 
shackles of medically defined deviance with a successful campaign against psychiatry’s 
classification of homosexuality as a mental illness. On the other hand, much older links 
between same-sex activity and physical sickness were at the same time being reinscribed. 
These associations would become cemented for decades with the emergence of the HIV/AIDS 
epidemic in the 1980s. 


Three brief concluding observations bear emphasizing here, to link with themes emerging 
elsewhere in this book. First, the shifting connections made between sexual activity among men 
and VD — ranging from tacit awareness to impressions of relative safety and then to increased 
risk — highlight the markedly contingent nature of beliefs about disease over time. Disease 
ecology, population movements, fears about prostitution amid rapid urbanization, changing 
axes of sexual orientation and identity, and shifts in physician education — these were but some 


of the factors whose changing configurations affected the comparative visibility or obscurity of 
same-sex VD transmission. Second, during a Cold War period that saw the widespread growth 
of highly developed technological systems in health and medicine, the bureaucratic 
technologies that rendered queer men most readily visible were remarkably simple. 
Developments in contact tracing and refined interviewing techniques were ultimately far more 
successful than failed hi-tech screening efforts like the Canadian fruit machine, and harkened 
back to administrative advances from earlier decades. This relates to the third observation: in 
the context of risk-factor epidemiology for chronic diseases, the dominant medical research 
paradigm of the Cold War period, there was something decidedly old-fashioned, even 
déclassé, about efforts to identify homosexual men and link them to the spread of VD. As the 
investigation of disease risk became focused on multifactorial webs of causation, health 
workers who concentrated on the social webs of well-established VD transmission moved to 
the periphery of professional practice; they remained there until the dramatic re-entry of 
infectious disease with the rise of the HIV/AIDS epidemic.2 


Some issues from this earlier era would continue to feature strongly as HIV took hold. Gay 
activists’ concerns about the confidentiality of their health information became one key 
battleground, and organised resistance to attempts to enact quarantine measures and mandatory 
testing for those infected with HIV ensured a legacy of special care given to the results of tests 
for the infection. Medical and popular understandings cast both queer men and female 
prostitutes as groups at risk for the new disease. However, the strength of the old conceptual 
and social affiliations linking the two groups together was rapidly dissolving. As the tide of 
public opinion against homosexuality peaked then began to fall in the twentieth century’s last 
decade, those middle-class representatives of the lesbian and gay communities who survived 
the epidemic would see their social capital grow. Perhaps most importantly, in the absence of 
meaningful official assistance, and amid suggestions that they abstain from sex to avoid 
disease, gay men drew upon a historical legacy of pragmatic self-help. They appropriated the 
condom and developed a safer-sex ethos that built upon gay liberationist ideas while at the 
same time acknowledging the risks of acquiring infections through frequent partner exchange. 
By ‘queering’ the condom and pushing back against an often hostile world, gay communities 
ensured that same-sex encounters could continue, empowering pleasure and connection just as 
HIV presented a devastating new dividing point to the lives of many queer men. 
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LEPROSY AND IDENTITY IN THE MIDDLE AGES 


Elma Brenner 


Although leprosy affected only a very small proportion of the population of medieval Europe, 
the disease had a significant cultural impact, manifested in literature, sermons, works of art, 
architecture and more. This cultural production reflects the strong responses that leprosy 
elicited, from fear and revulsion to compassion, charity and piety. Focusing on France, this 
chapter explores the identity of leprosy and lepers in Western Europe between 1100 and 1500, 
paying particular attention to the issues of narrative and language. While personal narratives of 
leprosy are almost completely absent for this period, especially in the earlier centuries, the 
perspectives of sufferers and onlookers can sometimes be deduced from the language of 
charters, testaments, episcopal visitation records and other documents.‘ These ‘indirect’ 
narratives testify to the diversity of responses to the disease, and also reveal that lepers and 
leprosy were not always referred to explicitly in this period. The chapter begins by 
considering how contemporaries identified the disease (or its absence) through examination 
and diagnostic procedures, the records of which also shed light on how lepers themselves 
were perceived. It goes on to survey the language associated with lepers and leprosy, and how 
such language changed over time. The final two sections consider the collective identities of 
groups of lepers, within and outside leper hospitals, and the individual identities of the 
leprous. The analysis considers ‘lepers’ to be those who were identified thus in the Middle 
Ages, since the perception that they had the disease — whether or not their illness was what is 
today termed Hansen’s disease — influenced responses to them. Above all, it is clear that 
lepers had multiple social and religious identities, which were often shaped by their situation 
prior to contracting the disease. This suggests that leprosy did not fully transform an 
individual’s identity, and that not only the disease itself, but also many other factors, affected 
the experiences of leprosy sufferers and responses to them. 


Recent developments in the study of medieval leprosy have encouraged the consideration of 
questions of identity, language and narratives. Until the 1990s, the work of scholars such as 
Saul N. Brody and R. I. Moore emphasised the marginality of lepers in the Middle Ages, 
arguing that the disease was perceived as a punishment for sin, and that its sufferers were 
stigmatised and excluded from mainstream society.? Francois-Olivier Touati’s publications 
presented a different perspective, pointing out that lepers were viewed as a special religious 
group, singled out by God to suffer on earth and thereby attain salvation.2 Subsequently, Carole 
Rawcliffe and Luke Demaitre have further reassessed the status of lepers in medieval society, 
underlining the role of leprosy sufferers as a focus of Christian charity and as intercessors for 


the souls of their benefactors, and examining the complex responses of medical authors to the 
disease and its sufferers.4 The work of archaeologists and palaeopathologists has also shed 
light on living conditions and burial arrangements at leper hospitals, as well as confirming the 
presence of skeletons with bone changes indicative of Hansen’s disease in cemeteries at leper 
hospitals and other locations.2 This chapter aims to deepen our understanding of the complex 
identities of leprosy sufferers in the Middle Ages, and to encourage further cross-disciplinary 
research on this topic. 


Identifying leprosy: examination and diagnosis 


The need to identify the presence of leprosy in an individual was linked to a number of factors, 
including concern about contagion and the belief that lepers should be accommodated in leper 
hospitals, monastic or quasi-monastic institutions where they could receive appropriate bodily 
and spiritual care. Formal examinations of leprosy suspects took place in Western Europe from 
at least the thirteenth century, and continued until the early eighteenth century in some locations. 
In many instances, especially in northern Europe, these examinations resulted in a legal 
judgement that determined the fate of the individual concerned. A certificate issued to the 
person either arranged for his or her entry to a leper hospital, or confirmed that he or she was 
free from leprosy.° Although members of the secular and regular clergy, especially parish 
priests, played a key role in earlier examinations, from the mid-thirteenth century medical 
practitioners and civic authorities increasingly dominated the process of diagnosis. This shift 
corresponds with the emergence of the professions of medicine and surgery, and the 
establishment of municipal governments in the towns of northern and western France and 
elsewhere. Nonetheless, examinations retained a religious flavour, particularly since many 
university-educated physicians, at least in the thirteenth century, also held clerical 
appointments. In May 1222, the election of a new archbishop of Rouen, Theobald of Amiens 
(1222-9), was challenged when a rumour circulated that Theobald was leprous. Pope 
Honorius III (1216-27) sent three judges delegate, the bishop of Sées, the dean of Amiens and 
the archdeacon of Rheims, to inquire carefully into the issue, ‘having called faithful medici 
skilled in this matter’. This case may mark a very early instance of a leprosy examination, 
which would have been overseen by high-status ecclesiastics but would also have involved 
physicians, who were expected already to have experience in diagnosing leprosy. In 1250 at 
Siena, Italy, a certain Pierzivallus was judged to be leprous by four physicians. A leprosy 
examination at Castiglione del Lago, Italy, in 1261 was conducted by two ‘good men’ who 
were advised by physicians. The latter examination was instructed jointly by the bishop’s 
council and the civic government.® 


By the fifteenth century, the leprous residents and administrators of leper hospitals also 
acted as judges at examinations, sometimes competing with the services offered by medical 
practitioners. The involvement of leprosy sufferers and those who oversaw their care suggests 
that it was recognised that skill in identifying the signs of the disease could derive from daily 
experience, in observing one’s own symptoms and those of others. In fifteenth-century Cologne, 


Germany, many examinations took place at the city’s chief leper house, Melaten, despite the 
fact that the medical faculty of the University of Cologne was also involved in leprosy 
diagnoses.2 Since physicians and surgeons often charged high fees, an examination in a leper 
hospital may well have been a more affordable option, whether it was financed by the 
examinee, his or her parish, or the civic authorities. 


Examinations took place not only in leper hospitals, but also in public squares, castle 
courtyards, and the houses of physicians and surgeons. Earlier on, churches also provided a 
setting; higher-status individuals were also sometimes examined in their own homes./2 The 
degree to which the examination was public therefore varied, but in certain contexts suspected 
lepers were fully on display as their bodies were minutely examined. A woodcut depicting a 
leprosy examination printed in the 1551 edition of a famous German surgical work (Figure 
25.1) evokes a crowded setting in which the examinee was exposed, passive and somewhat 
vulnerable. The man being examined sits with his hands crossed over his lap as three medical 
practitioners to his left discuss his case. A physician is examining the contents of a urine flask, 
while a surgeon spreads his hand over the examinee’s forehead, presumably feeling for the 
texture and temperature of the skin. The man on the examinee’s right may be sieving a sample 
of blood; none of the figures in the scene makes eye contact with the examinee. Although no 
audience of the examination is shown, the view presented could reflect the perspective of one 
or more onlookers. Examinations in public squares, which were also the setting for executions 
of criminals and heretics, were especially open for all to see. A public examination could have 
a significant impact on the identity of the examinee, whether or not they were found to be 
leprous. 





Figure 25.1 Woodcut showing a leprosy examination in Hans von Gersdorff, Feldtbuch der 
Wundtartzney, Frankfurt-am-Main: Hermann Giilfferich, 1551, fo. LXXXv. 
Courtesy of the Wellcome Library, London. 


The examination involved the verbal questioning of the individual being examined and the 
scrutiny of the exterior of the body. Especial attention was paid to the face, but some 
examinations were conducted from head to toe. This physical examination involved touch, by 
surgeons and the non-professional examiners (leper hospital residents and staff, and civic 
officials), perhaps indicating that there was limited concern about contagion through direct 
physical contact. The blood and urine of the suspected leper were also examined, as evidence 
for the state of the interior of the body. Thirteenth- and fourteenth-century medical writers, such 
as Arnau de Vilanova (c. 1240-1311) and Guy de Chauliac (c. 1300-68), argued that the 
presence in the blood of grainy particles like sand confirmed a case of leprosy! When 
undertaking leprosy examinations, physicians and surgeons searched for unequivocal signs of 
the disease, and referred to medical theory in identifying and interpreting these signs./2 At an 


examination at Nimes in 1327, for example, the physicians present, two masters in medicine 
from the University of Montpellier and one bachelor, formally stated that their diagnosis was 
based on the authority of medical authors. They examined six suspected lepers, confirming two 
cases, finding one to be free from leprosy, and the final three to be equivocal. They were 
assisted by three barber-surgeons, who palpated the suspects from head to toe and bled them, 
sieving the extracted blood and diluting it in water.4 The fact that half of these cases could not 
be confirmed beyond doubt reveals that, for physicians and surgeons, diagnosing leprosy was a 
complex process which placed much at stake, in terms of both their own professional 
reputation and the fate of the examinee. Civic and parochial authorities may have preferred to 
commission non-professional examiners to undertake examinations not only because the 
latter’s services were less expensive, but also because physicians and surgeons did not always 
provide a definitive verdict.4 


In many instances suspected lepers were reported to the authorities by their neighbours or 
fellow parishioners, who had noticed symptoms or behaviour that caused concern. At Lausanne 
between 1398 and 1404, for example, Jean Giliet underwent an examination by a university- 
educated physician and a barber following the circulation of ‘public rumour’ that he was 
leprous; the diagnosis was confirmed.” In the late fifteenth or early sixteenth century, Jehan 
Jacquemin, a burgess residing in the suburbs of the town of Saint-Dié in the duchy of Lorraine, 
was ‘maliciously’ (‘malveillans’) accused of being infected with leprosy, and appealed to 
Duke René II of Lorraine (1451-1508) for assistance. Between 1487 and 1507 the duke issued 
a letter confirming that the ducal physicians had found that ‘he is not infected with the said 
leprosy . . . he has been wrongly condemned’.!® Provision was made for Jehan to be 
compensated financially, and it was established that he could freely move about as he had done 
prior to the accusation and come into contact with other people.2 The fact that Jehan 
Jacquemin had actively solicited this certificate from the duke reveals that it was deeply 
important to an individual’s social standing and situation to rectify matters when they were (as 
they claimed and others corroborated) misdiagnosed with leprosy. In certain instances the 
initial judgement could be appealed; here, ducal physicians intervened. The document evokes 
an atmosphere of accusation, rumour and the stigmatisation of lepers and leprosy. It refers to 
‘le menasseur’ who had threatened Jehan, and concludes with the duke’s expression of concern 
that his subjects should not be troubled and molested./8 This suggests that an accusation of 
leprosy could be used as a means to attack an individual; indeed, in some instances local 
communities appear to have targeted undesirable persons by reporting them as suspected 
lepers. Penalties for false accusations, such as those outlined in the customary law code of 
1562 of the Pays de Vaud region of Switzerland, indicate that this phenomenon was 
recognised./2 Nonetheless, these accusations reflect the fact that, by the fifteenth and sixteenth 
centuries, concern about lepers and leprosy formed part of broader anxieties about contagious 
disease, the vagrant poor and public health. 


Language and narratives 


The language associated with lepers and leprosy is significant, shedding light on how the 
disease was perceived by sufferers themselves and by those around them. In the twelfth and 
thirteenth centuries, the Latin label ‘leprosus’ (‘leper’) does not appear to have been 
problematic. A charter of 1183 recorded in the cartulary of the leper house of Le Grand- 
Beaulieu at Chartres, for example, refers to Renaud, son of Aubert de Danumvilla, as being 
‘voluntate Dei leprosus factus’ (‘made a leper by the will of God’).22 Another cartulary, that of 
the nunnery of Holy Trinity at Caen, records a gift by ‘Willelmus de Caluz leprosus’ (‘William 
of Calix, a leper’) in the late twelfth century, who granted a house in return for receiving the 
prayers of the nuns and for being received into a leper house which the nunnery probably 
oversaw. This cartulary entry is written in the third person, reflecting the fact that cartularies 
were created by religious communities to copy the disparate charters they held into one 
volume. However, one would expect the text of the original charter to have been expressed in 
the first person, which suggests that William of Calix did refer to himself as a ‘leprosus’. The 
size of William’s donation indicates that he was a wealthy, high-status man; it is likely that he 
was synonymous with the William of Calix who was an affluent money-lender in Caen in the 
last decades of the twelfth century.24 


More than 100 years later, a similar donation was made by another affluent man: in 1312 
Peter of Saint-Gille granted 10 livres of Tours, two houses and a piece of land on the occasion 
of his entrance to the leper house of Mont-aux-Malades at Rouen. He did this ‘by necessity of 
the disease with which I am occupied’ and ‘to be received in the community of the sick of the 
said place, to be with them all the course of my life, and to have the goods of the house like 
one of the sick brothers’.22 Unlike William of Calix, Peter of Saint-Gille did not refer 
explicitly to his status as a ‘leper’, or to the fact that he had leprosy. Instead, he mentioned his 
“ma[la]die’ (disease or sickness) and described the community that he was joining permanently 
as the ‘communauté des malades’ (‘community of the sick’). It is possible that he avoided 
making direct reference to leprosy because, by the fourteenth century, the language of this 
disease carried a stigma. Responses to leprosy did indeed become less positive from the 
fourteenth century onwards, even though they remained diverse and complex. At this time the 
disease became more closely associated with contagion, especially following the Black Death 
of 1348-50. But lepers and leprosy were also described using the more general language of 
‘sickness’ much earlier on. Charters and papal bulls in favour of leper houses, from the twelfth 
century, are frequently addressed to ‘the community of the healthy and the sick’, and refer to the 
leprous residents as ‘the sick’. A bull of Pope Alexander III (1159-81) issued on 10 May 1165 
for the leper house at Hesdin in the Pas-de-Calais, for example, addresses the pope’s ‘beloved 


sons, the sick brothers of Hesdin’ .24 


Lepers may have been considered to be representative of the broader social category of ‘the 
sick’ in this period, which helps to explain this linguistic turn. Indeed, the theologian and 
preacher Jacques de Vitry (d. 1240) placed lepers and other sick people in the highest category 
of the laity in his hierarchical model of the structure of society. For de Vitry, the leprous and 
other sick persons had a similar status to other members of the laity who were suffering or 
undergoing a spiritual test, including pilgrims, those who had committed themselves to 
embarking on a crusade, and those in mourning. Among these lay categories, however, the 


leprous and the sick (as well as the poor) were closest to the religious above them in the 
hierarchy, especially those who served the sick in hospitals.*2 While lepers and the sick 
retained a lay status, therefore, their situation aligned them closely with people who held a 
religious status. Hospitals and leper houses, as settings for sickness and suffering, were spaces 
in which the line between lay and religious status became blurred. The language of Peter de 
Saint-Gille’s donation of 1312, therefore, may reflect the association of leprosy with sickness 
more widely from at least the twelfth century. While the description of leprosy sufferers as 
‘sick’ points towards the manner in which leprosy was emblematic of sickness in general, it 
also suggests that infirmity was a key marker of the identity of lepers themselves. 


A number of documents associated with leper houses convey a sense of the passivity of 
leprosy sufferers. The donation charter of Peter of Saint-Gille, for example, states that he is 
‘occupied’ (or ‘inhabited’) by the disease. The 1183 entry in the cartulary of the leper house at 
Chartres suggests that God’s will had afflicted leprosy on Renaud, son of Aubert de 
Danumvilla. Another entry in the same cartulary, of 1188, expresses a similar perspective: in 
this instance, Nivelon, son of Geoffrey of Grand-Pont, was ‘marked with leprosy by the will of 
God’.2° The idea conveyed here of being marked by the disease underlines the fact that 
leprosy’s disfiguring effects were highly visible, making God’s intervention plain for all to 
see. In the late twelfth and thirteenth centuries, however, the notion of divine will did not 
necessarily imply punishment for sin: on the contrary, it could signify that an individual had 
been singled out by God to pursue a religious life within a leper house.2/ By suffering on earth 
and living devoutly, that person would attain salvation. Nonetheless, there is an implicit 
narrative in such documents that suggests the powerlessness and vulnerability of the afflicted 
person. The disease, or divine intervention, acted upon the person’s body in a forceful way, 
and he or she was unable to counteract or overcome this action. Such a narrative recognises the 
gravity of leprosy, a disease which could not be cured and transformed a person’s social 
identity. The embedded narrative also implies a compassionate response to sufferers. 


A compassionate perspective is conveyed by a much later document, a report of 19 February 
1524, by three civic officers of Rouen, Jean Le Roux, Guillaume Auber and Jean du Hamel, to 
royal officers on their inspection of the city’s chief leper house, Mont-aux-Malades.” Although 
the incidence of leprosy had very much declined by the sixteenth century, leper houses 
continued to cater for the sick: there were three sick residents at Mont-aux-Malades at this 
time. This report brings us very close to the narrative testimonies of individual lepers, since it 
records the responses given by two of the three sick people, both men, when interviewed. 
These responses mainly provide factual information, in terms of the length of residence of the 
sick, and the provisions of food, money and clothing received by them. Nonetheless, the 
document reveals that the two men had been living with leprosy for a number of years (six or 
seven years), and that they had retained personal support, from a wife and a fiancée 
respectively.*2 It would appear that the third sick person, a woman, could not be interviewed, 
because she was bedridden and extremely ill. The report states: ‘It should be noted that the 
sick woman’s room does not have a fire’.22 Given that the inspection took place in the cold 
winter month of February, this comment conveys a compassionate concern for the woman’s 


plight on the part of the civic officers inspecting the leper house. Official or legal documents, 
therefore, still sometimes enable us to glimpse the narratives of both the onlookers who 
observed lepers and leprosy, and the leprosy sufferers themselves. 


Lepers: collective and individual identities 


Although charters and cartulary entries sometimes shed light on the situations of individual 
lepers, the vast majority of medieval documentary references relate to groups of lepers, 
especially those residing in leper hospitals. The fact that lepers were viewed collectively 
suggests that the disease they shared bound them together, both internally (from their own 
individual perspectives) and externally (from the perspectives of others). According to this 
model, leprosy itself was the strongest component of the identities of sufferers. In certain 
instances, lepers explicitly surrendered at least a part of their individual identities upon 
entering a leper house, by donating their own person, as well as property, as their entrance gift. 
In 1188, for example, on entering the leper house at Chartres, Nivelon, son of Geoffrey of 
Grand-Pont, ‘gave himself to the house’, along with various revenues.2! Such donations 
reflected a practice followed by certain healthy lay entrants to monastic houses, hospitals and 
leper houses, which marked a reciprocal arrangement whereby the entrant could expect to be 
supported by the house until he or she died.22 


The prominence of groups of lepers in the records reflects practical circumstances as well 
as questions of identity. While the origins of many leper houses founded in the late eleventh 
and twelfth centuries remain obscure, a number of institutions appear to have emerged in order 
to organise a group of lepers who were already living collectively in a relatively informal 
manner. This communal living was necessitated by the need for a confirmed leper to leave his 
or her community. Canon 23 of the Third Lateran Council of 1179, which provided for every 
group of lepers to have its own church, cemetery and priest, refers to ‘lepers, who cannot 
dwell with the healthy or come to church with others’. Prior to being organised as a religious 
community residing in a leper house, a group of lepers could already have received charity, 
revealing that it was recognised as a social entity. For example, the grant of Henry I, king of 
England (1100-35), of 40 sous a month to ‘the lepers of Rouen’, made in the first part of the 
twelfth century, predates the earliest references to the city’s main leper hospital, Mont-aux- 


Malades.4 


The collective identification of the lepers of a particular town or city persisted long after 
leper houses became widespread. As late as 3 July 1402, for instance, a document relating to 
the leper house at Fécamp refers to its chapel as ‘the chapel of the lepers of Fécamp’.2? This 
suggests that geographical identity was important, both to groups of lepers and to their 
benefactors, who frequently chose to assist the leper house that served their own city, town or 
parish. At Pontoise, it was specifically those born within the town who had the right to enter 
the leprosarium of Saint-Lazare for life.2° The statutes of the leper house at Les Andelys, 
drawn up before 1380, are explicit on this point: ‘the said house is for the sick born from the 


burgess community of Les Andelys, in the parish [Notre-Dame] of Les Andelys, and not for 
others, even if they are burgesses’.2‘ Here, the community of lepers was shaped by social 
status as well as geography: only lepers of burgess status were admitted. This restriction no 
doubt reflects the patronage of the leper house, which was presumably founded and supported 


by the local burgesses. 


Within a leper hospital, the collective identity of lepers operated on a number of different 
levels. At the broadest level, lepers formed part of a larger religious community that also 
incorporated non-leprous constituencies, ranging from monks or nuns to priests, lay brothers 
and lay sisters. The language of charters confirms that all of the residents of leper houses were 
considered to constitute a single community. In June 1247, for example, Renaud, Bertin and 
Theobald du Chatel, brothers, made a grant ‘to the prior and community’ of the leper house of 
Mont-aux-Malades at Rouen.*2 The statutes of leper houses, like the charters for these 
institutions, convey the sense that all categories of residents were grouped together 
collectively. For example, the ordinance for the leper hospital at Amiens, confirmed on 21 July 
1305, opens by stating that the rules it contains must be observed by ‘the healthy and sick 
brothers and the healthy and sick sisters’.*2 The notion of a single community also spread 
beyond the walls of a leper hospital, since the hospital’s benefactors, for whose souls the 
resident community prayed, were understood to form part of a fraternity of prayers that 
incorporated all those associated with the hospital, during life and after death. Extant memorial 
books recording the names of those to be commemorated by a hospital community, such as that 
begun c. 1296 by the community of the leper house at Gaywood, Norfolk, materially evoke the 


past existence of these complex networks of relationships and obligations.~@ 


Yet, although the concept of one overarching community was key to the institutional model of 
the leper hospital, internally there were a number of distinctions that separated the leprous 
from other groups and, in various respects, from each other. The healthy and the sick occupied 
different accommodation, and often worshipped and ate meals separately. Furthermore, 
although most leper houses were mixed, there was firm segregation of the sexes, in order to 
ensure the chastity that one would expect in a religious community. In the early fourteenth 
century at the leper house at Sherburn, county Durham, according to the house’s statutes, 
separate masses were performed on behalf of the leprous brothers and the leprous sisters, even 
though they came together for a great mass on Sundays and religious festivals. The leprous men 
and women lived separately and, following collective worship on Sundays and feasts, care 
was taken for the door to the sisters’ accommodation to be closed.*! The statutes of the leper 
house at Amiens, confirmed in 1305, forbade the leprous brothers from entering areas that 
were regularly used by the healthy brothers, including the kitchen, the cellar and ‘the grange 
where wheat and oats are threshed’.“ This provision, relating to areas where food and drink 
were stored and prepared, could imply concern about contagion. Nonetheless, it more likely 
reflects the view that members of each constituent group in the community should occupy their 
own distinctive space, according to identity and status. 


Finely tuned distinctions were also made among the non-leprous residents of leper houses. 
Monks and nuns differed markedly in status from lay brothers and sisters. Broadly speaking, 


the former category, often following the Augustinian rule, devoted themselves to religious 
worship and the administration of the house and its landed possessions, while the latter 
category fulfilled practical tasks, including tending to the sick. Certain descriptions of leper 
house communities recorded in the visitation records of Eudes Rigaud, archbishop of Rouen 
(1248-75), compiled between 1248 and 1269, show a clear awareness of the different groups, 
both non-leprous and leprous. The account of the visit to the leper hospital at Bellencombre on 
3 December 1255, for example, records the presence of four [Augustinian] canons, two lay 
sisters, four lay brothers, five male lepers and one female leper, as well as a gate porter.“? 
Even in such a small community, it was considered important to make precise distinctions 
according to gender, state of health and religious status. 


Not all people with leprosy entered a leper hospital: entry was frequently restricted 
according to social class, place of origin (for both restrictions, see the statutes of the leper 
house of Les Andelys), and the ability to offer an entrance gift. Wandering lepers who lived 
outside of any kind of institutional framework were a recognisable social category, and largely 
depended on begging. Although these lepers lacked the collective identity derived from 
membership of a leper house community, it is clear that they did possess a shared identity, and 
moved around both individually and in groups. In order to obtain a licence to beg, such lepers 
would willingly undergo an examination; in Nuremberg, an annual mass examination took 
place during Holy Week, known as the Schau. This event caused large numbers of itinerant 
lepers to gather together.“ By the later Middle Ages, the boundary between itinerancy and 
residence in a leper house had become somewhat blurred, since a number of the major leper 
hospitals offered temporary shelter to wandering lepers. At Rouen’s major leper house from at 
least the end of the fourteenth century, and at the leper houses at Saint-Omer, Bapaume and 
other towns, lodgings were assigned for lepers who were unable to join the community 
permanently.” Their occasional — or frequent — presence added a further layer of diversity to 
the leper house community. 


While itinerant lepers represented the lowest social category of the sick within a leper 
hospital, it is clear that other lepers could hold a particularly elevated status. At Mont-aux- 
Malades, Rouen, leprous monks from Saint-Ouen, the city’s largest abbey, had a special status, 
enjoying privileged accommodation as well as food provided by the abbey.“® This preferential 
treatment reflected their status as Benedictine monks, which placed them in a higher religious 
category than their fellow lepers. The arrangements also ensured that they retained a 
connection with the abbey community, of which they were technically still members. At a 
number of leper houses, certain lepers clearly came from a relatively comfortable social 
background. The agreement for the entry of Jehan Duquesnoy called ‘le Bourguignon’ to the 
leper hospital of Saint-Lazare at Aumone near Pontoise, issued on Tuesday 17 May 1412, 
provided for him to have a separate lodging, and to bring his possessions with him, which 
included a bed and linen sheets. Beds were important, often valuable objects in the later 
Middle Ages.“ The document marking this agreement appears to acknowledge that Jehan was 
a man of a certain social status, since it refers to the utensils belonging to him ‘pour son estat’ 
(‘for his estate’).*8 It is clear that a leprous person’s fate was to a great extent shaped by his or 


her social or religious identity prior to contracting the disease, and that he or she did not fully 
relinquish that identity upon being newly defined as a ‘leper’. 


Conclusion 


Discerning the identities of lepers in the central and later Middle Ages, as well as how leprosy 
itself was identified, is a difficult process. An examination of the language and implicit 
narratives of a range of documentary sources signifies change over time, but also certain 
striking continuities, such as the identification of lepers with the sick in general. Leprosy 
examinations, which probed the bodily condition of suspected lepers, reveal both the criteria 
for diagnosing leprosy, and the treatment of suspected and confirmed patients. While 
undergoing an examination, as well as entering a leper hospital, had a dramatic impact on a 
person’s identity, the identities of lepers need to be understood within a very broad spectrum 
of different possibilities. Many sufferers had an itinerant existence, depending on the proceeds 
of begging and living beyond the confines of urban and rural society, as well as outside the 
institutional setting of the leper house. Membership of a leper house community offered the 
opportunity to assume a religious identity alongside healthy brethren, and also to assert a 
distinctive identity vis-a-vis one’s fellow lepers. While discipline and obedience to a rule 
were expected within a leper house, some lepers had a more privileged position than others 
within these communities, testifying to the continuing importance of a person’s previous 
identity after contracting the disease. Although the source material very much favours the 
exploration of lepers’ collective identities, the investigation of individual identity sheds light 
on the complexity of responses to leprosy, by both the disease’s sufferers and those who 
interacted with them. 


The work of historians on leprosy in England, France and Germany, as well as that of 
archaeologists, demonstrates how much we can learn about the experiences of leprosy 
sufferers in medieval Europe, and their social and religious identities.’ This chapter has 
demonstrated the many different attitudes and responses to leprosy that can be teased out from 
the documentary sources relating to France. While the French sources are very rich, especially 
in terms of leper house statutes and the charters issued and received by leper houses, the 
picture that these sources present is certainly not representative of Europe as a whole, a region 
within which there was some diversity in terms of the institutional provision for lepers and 
responses to this group. Our understanding of the identities of leprosy sufferers, and of 
perceptions of the disease itself, would undoubtedly be enriched further by comparative 
studies of different parts of Europe, as well as by more cross-disciplinary analyses that 
incorporate findings from documentary, literary, iconographic and archaeological sources. 
Broader studies along these lines would facilitate the exploration of hidden narratives, 
language, and individual responses to this disease. Such methodological developments in the 
study of medieval leprosy would in turn enhance the study of other diseases and experiences of 
sickness, disability and debility in the past. 
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FRENCH MEDICAL CONSULTATIONS BY MAIL 
1600—1800 





Robert Weston 


Medicine is a conjectural science, it is false because as an astronomer predicts when an eclipse will arrive, such and such 
year, such and such day, such and such minute, likewise a physician on sounding the pulse of a patient may predict such 
and such disease and decide that this day will be judged by such and such crisis, in this way it is certain and posited on 


some true principles compared to diagnoses.4 


This contention by a professor at the Paris School of Medicine in the eighteenth century would 
seem at odds with today’s perspective of medicine as a science-based discipline. In the early- 
modern period, however, medicine was regarded as an art, one that medically trained 
practitioners claimed was founded on a sound theoretical basis which justified their practices. 
Medicine as we understand it has three components, the disease, the patient and the healer. But 
what do we understand by disease? In 2004, bioethicist Jackie Scully suggested: 


At first sight, the answer to ‘What is a disease?’ is straightforward. Most of us feel we have an intuitive grasp of the 
idea, reaching mentally to images or memories of colds, cancer or tuberculosis. But a look through any medical dictionary 


soon shows us that articulating a satisfactory definition of disease is surprisingly difficult.2 


This is just one of many comments on the difficulty of defining what is meant by disease. As 
Lester King observed over 50 years ago: ‘Health and disease are value judgements’.? If 
making such a definition is problematic in the twenty-first century, how much harder is it to 
comprehend what was understood by the word in the early-modern period?4 Charles 
Rosenberg has pointed out that: 


[disease] is at once a biological event, a generation-specific repertoire of verbal constructs reflecting medicine’s 
intellectual and institutional history, an occasion for and potential legitimation of public policy, an aspect of social role and 
5 


individual — intrapsychic — identity, a sanction for cultural values, and a structure element in doctor—patient interactions.~ 
This chapter explores the notion of disease and its representation in seventeenth- and 
eighteenth-century France, as it was expressed in written correspondence between medical 
practitioners and their patients. Throughout this chapter I have for the most part employed the 
nomenclature in the sources to avoid the complications inherent in engaging in retrodiagnosis.° 
Epistolary consultations were provided for the most part by university-trained physicians, who 
represented only a part of the available resource that patients could turn to. Furthermore, those 
who could afford recourse to these consultants were only a fraction of the population, an elite 


section of the community who also sought medical advice from healers other than the 
physician. The practice of requesting medical advice by letter dates back to at least the twelfth 
century; Nancy Siraisi has identified an Italian consultation of this type dated 1150. The 
earliest French example I have encountered is that of Michel de Nostredame — Nostradamus 
(1503-66) — who provided a written consultation to Cardinal Laurent Strozzi (1513-71) in 
Beziers on 20 October 1559.8 By the seventeenth century, this method of providing advice had 
become common practice throughout Europe.2 


This genre of correspondence has been employed by historians to focus on various aspects 
of medicine. Philip Rieder has examined the role of the patient; Laurence Brockliss the 
practices of the individual physician; Willemijn Ruberg has used Dutch material to study 
historiographical methodology; Robert Weston has focused on the practice in France; and Joél 
Coste on the role of rhetoric in such correspondence? None of these works, however, 
addresses the topic of disease per se; indeed, the history of disease where it has been 
mentioned has been quickly subsumed into the ‘history of medicine’ with the exception of 
studies of particular diseases or epidemiology. As Jonathan Andrews has remarked, ‘We have 
profited from wide-ranging analyses of epidemics, pandemics and fevers’.4! Yet the range of 
diseases covered in epistolary consultations, on which this chapter is largely based, was 
extremely diverse. As Vincent Barras and Martin Dinges have described it, ‘cutaneous 
eruptions, disturbed digestions, humoral excretions, uterine suffocations, nervous exhaustions, 


troubled emotions, the most diverse disturbances of “the machine”’ 22 


The archival research employed here has focused on letters to and from physicians, and to a 
lesser extent, surgeons who also engaged in the practice of consulting by letter.’ It is 
unsurprising that the majority of surgeons’ consultations involved physical injuries, cuts, 
bruises, firearm wounds and the like, but this was not all. Traditionally, internal diseases were 
the domain of physicians, while surgeons attended to external ailments, but this demarcation 
was blurred. Treatment methods led to surgeons being involved in cases of venereal diseases 
and when surgery was being contemplated. The surgeon would be called upon, for example, if 
a patient suffered from hydropsy and puncture of the abdomen was being contemplated to 
remove excess fluid.44 Equally, physicians dealt with external complaints, such as diseases of 
the skin. 


Epistolary medical correspondence typically comprised a letter, a mémoire, from a patient, 
or more commonly his or her local medical practitioner, either a physician or a surgeon usually 
termed un ordinaire; this outlined the symptoms, often what treatment had already been tried, 
and finally the response of the consulting practitioner. In a French context the consultant was 
invariably an eminent practitioner, usually associated with either the Paris faculty of medicine 
or the Montpellier University of Medicine, the pre-eminent medical schools in France of the 
period. Some lesser lights also engaged in consulting by letter, typically physicians located in 
smaller towns but whom one can presume had a local reputation for competence. For example, 
Vivant-August Ganiare (1698-1781) in Beaune and Marie-Francois-Bernadin Ramel (1752— 
1811) in Aubagne engaged in epistolary consulting among their local communities.‘° Many 
physicians and surgeons from around France wrote about unusual observations which were 


published in journals as individual cases.“ Ramel, however, was exceptional amongst country 
physicians in that he published some of his consultations as a text. In composing their 
consultations, physicians took the opportunity to expound their medical knowledge, but, at the 
Same time were cognizant of the likely (often not superficial) level of medical knowledge of 
their clients. As a consequence they did not propose challenging or innovative theories or 
treatments. On the contrary, if a patient proposed an unconventional treatment, the consultant 
would warn against it, such as when a patient had a preference for an Arab remedy over the 
consultants’ recommendation.18 


Health and disease in epistolary consultations 


How were the terms health and disease understood in the early-modern period? In the late 
seventeenth century, the French physician Anicet Caufapé wrote: 


I say firstly, on what constitutes health and illness (maladie) in a few words. I say that how those in a disposition or 
affection which interrupts the ordinary course of the natural functions; the other is a disposition or natural constitution 
19 


which conserves the same actions, instead of their destruction. 
Contemporary medical dictionaries offer little guidance on physicians’ understandings of 
disease. A 1741 medical dictionary defined maladie as ‘when some organ was deranged or 
corrupt, or when the blood was not distributed as it must be, to those parts which need to be 
nourished’.22 More general dictionaries were not a great deal more helpful. Diderot and 
d’Alembert’s Encycylopédie was far more detailed in its exposition of what constituted 
maladie, although the entry commenced with the simple notion of that which was contrary to 
good health.2! Ramel gave an explanation of health and disease which was based on the 
interaction between solids and fluids in the body, but which were idiosyncratic in nature: 


All men are born with a different temperament. The temperaments vary as much as the traits of appearance and it would 
be very difficult to find two temperaments exactly the same. This difference comes from the state, always different in all 
individuals, of the solids and of the fluids, and of their respective and reciprocal action. A certain degree of tension, of 
rigidity, and of energy in the solids relative to the fluids, a certain density in the fluids relative to the solids, their reciprocal 
action; their exact competition and balancing following the wish of nature, which constitutes that state which we call 
health; but if the fluids are altered, if they are too dense, or too diffuse, if the solids are out of balance by too much rigidity 
or by too much weakness or slackening, this condition which is not in the order of nature, the failure of equilibrium by 
which the animal body can no longer do with ease, and for a certain time, the functions which are its own, constitutes 


disease.22 


Ramel was following contemporary theory of how the body functioned, or malfunctioned. At 
the same time he was emphasising the idiosyncratic nature of humoral balance, which 
necessitated each case being addressed on an individual basis. 


Patients considered themselves ill if the ailment interfered with what they considered to be 
their normal daily activities to such a degree as to warrant seeking expert advice, or, if they 
were fearful that what ailed them could lead to a more serious, even fatal, condition. The most 
common condition which appears to have led to fear of death was melancholia, under its 


various names.22 Time and again, physicians would advise their patients that this disorder was 
difficult to cure but never fatal. Montpellier professor Antoine Fizes (1690-1768) was writing 
directly to a patient, also suffering from melancholia, when he told him not to amuse himself 
reading medical books on the disease as it might only worsen his condition.“ 


For a disease to exist, it had to have a name, and herein lay one of the problems that 
potentially confronted the early-modern reader and the modern historian: inconsistency over 
nomenclature. When analysing the correspondence of Parisian physician Etienne-Francois 
Geoffroy, Laurence Brockliss contended that there ‘is little point in detailing the diseases from 
which Geoffroy’s patients thought they were suffering, for the early eighteenth century was still 
a pre-nosological age.’2° Despite this difficulty, it is necessary to consider what terms 
physicians and patients used for illnesses. There is little evidence that naming a disease 
constituted a source of confusion at the point of providing practical advice; the need for a 
common nomenclature was more of an issue at the academic level. Francois Boissier de La 
Croix de Sauvages (1706-67) set about constructing a classification of diseases. He was faced 
with a plethora of names used by authors for what he identified as a single disease, pointing 
out that an agreed nomenclature had been called for by Galen (ad 129—c. 200): 


I think that clarity demands that each thing has its correct name which serves one consistently, since the common names 
which do not mean one thing more than another, throws confusion and trouble in the mind of the reader, who cannot hear 


what one means, until one has removed the ambiguity of the term [Galen, le Dyspnea, book 1.22 


Perhaps an extreme case, but indicative of the problem, Sauvages referred to 24 names used 
for syphilis; la syphilis was his preferred term, although in French consultations the disease 
was most commonly referred to as la vérole.2® Diseases had of course been listed before 
Sauvages’ enterprise.2? What made his work different from earlier attempts was his creation of 
a Classification based on signs and symptoms, rather than a simple listing. Perhaps one of the 
more difficult arenas in defining diseases was fever. Today fever is for the most part regarded 
as a symptom (ignoring terms such as yellow fever or scarlet fever), whereas in earlier 
periods fevers were regarded as diseases. As a generalisation, fevers were distinguished by 
their periodicity, thus tertian fever returned every third day and quartan fever every fourth day. 


Who proclaimed what disease a sick person was suffering from and did it matter to the 
patient what name was put to it? Patients only described symptoms, but ordinaires sometimes 
did state what they believed the patient to be suffering from. In August 1738 the father of a sick 
child asked of Parisian physician Louis-Jean Le Thieullier (d. 1751) the name of the disease 
from which the boy was suffering.22 This request came, at least in part, because a number of 
local practitioners had already put different names to the child’s illness. The parent was 
evidently disturbed by this, but more importantly, was concerned that the appropriate treatment 
for the illness should be provided. Such a request was extremely unusual amongst the many 
mémoires seeking expert advice. For the physician, designating the cause, and therefore 
implicitly naming it, was significant as this was how he justified to the patient his proposed 
therapy. In addition, this step stamped the consultant’s authority on the process. In cases when 
physicians disagreed over the nature of a disease, differing names was the result. Marie- 


Francgois-Bernadin Ramel was asked to provide a consultation to a man who had received 
advice from three other physicians. One termed his disorder la dysenterie, another flux 
céliaque, and the third la maladie noire, otherwise called mélena. Ramel, following 
Sauvages’ nomenclature, declared the disorder diarrhée vulgaire.2! These differing names and 
diagnoses must have caused confusion for the patient, let alone the consequential variation in 
the proposed curative regimens. However, it was not unusual at the time for patients to seek 
advice from more than one health provider. In one instance a woman had consulted and been 


treated by a charlatan, two surgeons and five eminent physicians.=2 


Who were the patients seeking help by letter? For the most part the clientele involved in 
epistolary consultations were drawn from the middle and upper classes of society, from the 
bourgeoisie to the aristocracy. They ranged in age from infants to the over-eighties, and both 
sexes were well represented. Probably an indication of the class of persons serviced by this 
type of consultation is the dearth of comment on disease arising from the client’s occupation. 
An exceptional example is the obstruction of the bronchial tubes of a wig-maker, attributed to 
the powder he inhaled through his work.*2 Philip Rieder has pointed out that in early-modern 
France, unlike in the Anglo-Saxon world, the word ‘patient’ was not used, rather le/la 
malade.4 This was because the French made a distinction between the notion of a ‘patient’ as 
a sick person, and the ‘patient’ in normal health. In this chapter I have used the word patient in 
the Anglo-Saxon sense of a sick person. 


University-educated physicians were trained in and largely followed humoral theory, that is, 
that disease resulted from an imbalance of the innate humours in the body, black and yellow 
bile, blood and phlegm.’ The notion that diseases were of a specific nature was not readily 
incorporated into this theory, although it would be false to suggest that there was no recognition 
of individual diseases; after all, some such as epilepsy were well known to the ancients. The 
ordinaires, who often interposed between patient and expert, were either surgeons, who did 
not benefit from a university education, or physicians who may or may not have studied at one 
of the leading medical schools. 


The ailments encountered in epistolary consultations are varied, ranging from asthma to 
worms. First and foremost, epistolary consultations dealt mostly with chronic rather than acute 
diseases. Epidemics seldom appeared in epistolary consultations. The short-term nature of 
most epidemical disorders simply was unsuitable to be addressed by personal correspondence 
at an individual level.2° The authors of Consultations choisies, a 10-volume collection of 739 
such consultations, explained this on the basis that ‘the course of acute diseases is usually so 
rapid that it is hardly possible to resort to advice other than those that one can undertake in the 
home of the patients.’2 However, the distinction between acute and chronic diseases was ill 
defined. Jean-Claude-Adrien Helvétius (1685-1755) stated that acute diseases were those 
which ‘ran into the third or fifth day but could extend to the fortieth’; chronic diseases he noted 
could continue ‘for months even years’.28 Similarly Théophile de Bordeu (1722-76) stated that 
all acute diseases had finished within 40 days.°2 According to Julian Martin, Sauvages’ 
distinction between acute and chronic was: 


the principle upon which he made his first division of the species of diseases. He took Acute, conventionally enough, to 
refer to diseases which were likely to be very dangerous and perhaps fatal, and he took Chronical to encompass all those 
40 


which appeared to be a constant but not fatal condition. 
This is very different from the time-based approach which had been the convention. On many 
occasions a patient’s history indicated that the ailments he suffered from had persisted for 
months, even years. Acute attacks were different. Consider for a moment apoplexie, which was 
without question an acute event that could often be fatal. Catherine Storey has described it as 
‘the term used to describe a clinical presentation rather than a single disease entity’.*! In 
humoral terms, apoplexie was attributed to an accumulation of phlegm in the brain. Despite its 
singularity of occurrence, it appears in letters on chronic diseases.4* This apparent ambiguity 
is explained by the physician’s (and the patient’s) desire to deal with the consequences of such 
an event when not fatal, and to prevent a recurrence. Noél Chomel (1633-1712) described 
apoplexy as ‘without contradiction the most cruel and most dangerous of all the diseases 
(maladies)’. In contrast, many diseases were described as having afflicted patients for 
months, or years, before the help of an expert was sought. 


A large proportion of the ailments complained about were more mundane than apoplexy — 
rheumatism and headaches for instance, the historical study of which, Jonathan Andrews 
contends, has been neglected.“ The prosaic nature of such disorders does not appear to have 
attracted the attention of historians and only to a limited extent of physicians who have turned 
to writing history. No matter the nature of the ailment, if the patient considered it sufficiently 
wotrisome to seek expert advice, one can reasonably conclude that he or she saw themselves 
as being ill. 


The most significant diseases in terms of morbidity and mortality throughout the early- 
modern period were undoubtedly plague (la peste), smallpox (la petite vérole) and syphilis 
(la vérole).42 These were also diseases that had a socially significant component. There can be 
little doubt that an outbreak of plague created fear amongst the population and resulted in state 
interference, such as the imposition of quarantine cordons around affected areas.“° Apart from 
the high mortality associated with la petite vérole, those who survived were often disfigured 
and visually impaired. It appears in the correspondence in terms of its after-effects on patients, 
rather than incidents of the disease itself.42 Unlike most chronic ailments, there were social 
implications with the endemic la vérole, as there was a moral dimension involved. The leading 
Dutch physician Herman Boerhaave (1668-1736) commented that la vérole ‘throws the patient 
in the greatest dangers, and covers him with opprobrium and ignominy’.“ Not only did it give 
rise to a social stigma amongst afflicted bourgoisies, but also as infected females were often 
seen as the source, actions were at times taken to control prostitutes.” 


Without doubt the disease most frequently encountered in the epistolary consultations 
examined was hypochondria, a term I use here to encompass hysteria, melancholia and the 
variety of other names used for what was much the same disorder.22 Angus Gowland 
considered hypochondria as approaching epidemic proportions in the eighteenth century, 
although this was a figure of speech rather than a statistical construction.2! Whether or not one 


accepts Gowland’s viewpoint, hypochondria was neither infectious nor contagious.2 Gilles 
Barroux has remarked, ‘the word epidemic confers on disease an approach which is at the 
same time historical, social, cultural as well as physiological and pathological.’ 


There were those diseases which without being life-threatening could have a significant 
impact on daily lives. Partial or total loss of sight was a common result of infection with la 
petite verole.+ But other eye disorders were also referred to the consultants, such as 
glaucome and cataracte.>° The patients simply recorded their loss of vision and it was left to 
the physicians and surgeons to diagnose the problem. In the sixteenth century the influential 
Parisian physician Jacques Fernel (1497-1598) provided a consultation for the wife of a M. 
de Rion whose sight was failing: 


The dimness of both the eyes and blindness thereby threatened, both by the remaining Opthalmia of the right Eye, and 
that which has since seized upon the left, have their first efficient Cause in the Brain. For therein store of extrementitious 
Flegm is wont to be bred and stored up, and that by reason of the cold and moist distemper of the sick GentlkeWoman and 
by her immoderate way of living. For as that is the chief cause of the Gout, when it goes into the hinder parts; so when it 
flows into so the former parts, and through the optick Nerves, it breeds in the Eyes such Symptoms as these hindering the 


sight. 2 


Hearing difficulties were another source of distress. In June 1737, a woman wrote to Le 
Thieullier: 


It is not the deafness which hampers me. I can put up with that, it is the noise of mills, of drums, above all at night, 
af 


increase to the point that I cannot sleep, and the banging that rings from one ear to the other.-* 
Analysing the descriptions of symptoms in the mémoires, which were usually multiple, and the 
manner in which the majority of the consultants arrived at their diagnoses, one could think they 
were pursuing a syndrome. Yet the word was not used in the correspondence, perhaps because 
it was associated with empirics. Contemporarily the term syndrome (or sindrome) was 
understood to be a concourse of symptoms which collectively led to a diagnosis.°2 It had been 
argued that the problem with this approach was that if a physician waited until he had seen all 
the symptoms, it would be too late to apply remedies.22 In reality the consultant took the 
information provided, seldom asked for more, and reduced any complexity of symptoms 
presented to a single cause. Finally on the subject of the diseases encountered in consulting 
letters, there remains those dealt with by surgeons, the most common of which were anal 
fistulae. © 


Attributions of cause 


The physician had to attribute cause in order to provide a rational basis for therapy. According 
to Giles Barroux, the term aetiology ‘existed in the eighteenth century, indicating the study of 
the causes of diseases, but it is like an instrument which lacked substance, or of which one 
does not fully understand the use to which it can be put’.®! There were those who doubted that 
causes could be elucidated. For instance the English physician John Allen, in his widely and 


repeatedly published Synopsis Medicine stated: 


Concerning the A‘tiology or Rationale of Distempers, The Authors Opinion is, that the origin or proximate Causes of 
Diseases are generally too abstruse for Human Nature to penetrate; and that except we dissemble, we must 
acknowledge, that they are so far hid from us that a Physician in this respect is often like one who sails in the deep, 


Ignorant of Longitude and Latitude.©2 


It would be incorrect to suggest that all medical practitioners sought to do was alleviate 
symptoms; these were only the case when a disease was deemed incurable. For instance, in 
1725 Francois Chicoyneau (1672-1752) could only offer palliative treatment for a woman 
suffering from une lepre.® Indeed it was rare for the expert not to declare what was the cause 
of each particular illness. The treatments consultants proposed were derived from current 
medical theories. For the most part this was founded on the long-established Hippocratic— 
Galenic requirement of balancing the body’s humours, as Malcolm Nicholson has explained: 


Morbid or potentially morbid, material was present in the body even in health. However, the healthy body was capable of 

rendering such material harmless and expelling it. This was the function of the normal processes of excretion. However if 

the normal channels of expulsion were overwhelmed or the internal organs weakened, morbid matter could accumulate in 

the body and cause ill health. If it was too long confined, this matter might change its character, perhaps becoming more 

acrid and injurious. In sickness, the body would labour to discharge morbid matter either by increasing normal discharge, 

hence diarrhoea or the profuse sweating of fever, or by making abnormal exits, such as the discharging pustules of 
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smallpox. The aim of medical intervention was to facilitate this process of expulsion.— 
In reality, humoralism was complicated by variations in theories of physiology and pathology 
which developed in the early-modern period. While iatrochemistry posited that the body 
functioned as a chemical plant,’ iatromechanics or hydromechanics conceived the body as 
acting like a machine. Such was the case when Francois Chicoyneau and Nicolas Fournier 
(1703-1803) diagnosed a female patient’s vertigo as being due to great a quantity of blood 
which rolled with difficulty in the tissues of the brain causing a compression of the nervous 
fibres. Iatrochemical and iatromechanical theories appear occasionally in both patients’ and 
practitioners’ letters, but seldom to the extent that they completely overrode an excess or dearth 
of humours as the explanation for disease. 


While humoral theory was dominant, humoral imbalance was not the sole primary cause of 
disease. Obstruction of the major organs was also considered to be a cause of disease, albeit 
intertwined with movement or blockage of humoral flow. This could be obstruction of the 
liver, the spleen or the kidneys, for instance, or the finer blood vessels. Antoine Deidier 
ascribed a man’s ailments to blockages of the vessels of his liver and pancreas which 
prevented the bile and the pancreatic juice separating freely, leading to poor digestion that then 
caused fevers and vomiting.®’ Identifying the cause was not necessarily important to the patient 
or physician. In 1738, Le Thieullier provided a consultation to a 54-year-old suffering from 
kidney stones: ‘it is useless to recall all the causes of the nephritis. We have found an active 
excess in his life up until now.’® The antecedent cause was overindulgence in wine and strong 
spirits from his youth onwards which had led to the formation of a tartarous deposit. 


Diseases could be inherited, though the mechanism for this was not understood, and 


generally this was rolled out as a cause by the consultant when an ordinaire or the patient 
themselves reported that other family members had suffered the same or similar disorders. 
Diseases which were described as being heritable included asthma, deafness, epilepsy, mania, 
phthsie, sciatica and scrofula. Whether or not disease could be inherited and by what 
mechanism was a point of medical contention throughout the eighteenth century.” It was also a 
matter of concern to patients and their families. 


One disease could give rise to another. An attack of cholera morbus was alleged by a 
Montpellier physician to be the cause of a woman’s diabetes.” The diagnosis in this particular 
case was disputed by the Italian physician Francesco Torti (1658-1741), who had 
subsequently consulted the patient and did not believe this was plausible. In another case two 
physicians and a surgeon authored a consultation in which they stated that because of poor 
treatment, a case of gonorrhée virulente had transformed into a virus vérolique.~ Such a 
transformation invokes questions around the etiology and diagnosis of both disorders. 


Another source of disease was the wet nursing of infants. This could result directly from the 
wet nurses, as was the attribution in a 1743 case of virus scrophleux.“ By far the most 
common complaint of infection through the wet nurse however was la vérole. It was even 
claimed that this process could be reversed, that the wet nurse could become infected by a 
diseased child. 


The term virus occurs frequently as a causative agent and was contemporaneously 
understood as a ‘Hidden fault of an unknown nature, which secretly infects the mass of our 
humours, and slowly changes the solid and fluid parts’.“ A late-eighteenth-century definition 
was: 


A Latin word . . . which signifies poison, venom. One means by virus, a maligne quality, pernicious, venomous enemy of 
nature. Such is the virus of syphilis, of scurvy, of scrofula, of scabies, of leprosy, of rabies. The venom of serpents, of the 
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tarantula, etc. 
That the viper, the scorpion and the rabid animal could cause disease was commonly 
understood, and the presence of animals in the body in the form of worms was well known. 
The invention and improvements in microscopy had brought within the physician’s purview 
small life forms that could not be seen with the naked eye, but although the idea of some living 
form being responsible for disease had been mooted, this was a disputed theory. Equally 
contentious was the idea of contagion. Nils Rosen Von Rosenstein (1706-63) remarked that ‘I 
know of hooping-cough conveyed from a patient to two other children in a different house by 
an emissary. I have even myself carried it from one house to another undesignedly.’“ Two 
means of disease transfer were recognised. There was person (or object) to person transfer, as 
expressed in the whooping cough case and believed to be the cause of the introduction of the 
plague in Marseille in 1720. The other was bad air, the notion that putrid air could somehow 
carry a disease which could infect people, as was the case with cholera morbus. Swampy 
exhalations in the form of miasma were regarded as another source of illness, but what was 
transferred remained a mystery prior to the nineteenth century. As Giles Barroux summarised 
the situation: ‘One encounters [in epistolary consultations] pests, endemic fevers and other ills, 


which one often interrogates in vain for the mechanisms of contagion.’ Contagion was 
recognised even though the method of transfer was not understood. As early as 1546 Girolamo 
Fracastoro (1478-1553) had conjectured about the nature of contagion He suggested that 
there were seeds of contagion as opposed to the contemporary theory that contagion was 


caused by corrupted airs (miasmas), but he had no way of proving his ideas.“ 


Because the ‘non-naturals’ (food and drink, exercise and rest, voidages, air, sleeping and the 
passions) were considered an important part of maintaining health, it is hardly surprising that 
failure by the patient to address these issues could lead to diseased conditions. Derangements 
of the digestive system, gout, venereal diseases and melancholia commonly arose in the letters 
and were related to the lifestyles of the middle and upper classes. It was not unusual for 
excessive indulgence in alcohol to be blamed as the primary cause of illness. Thus, the 
jaundice and other liver-associated complaints of a 33-year-old wine vendor in the champagne 
region were attributed by both his ordinaire and consultant, Etienne-Frangois Geoffroy, to 
excessive drinking stretching back to his youth.22 In a not dissimilar light, a patient seeking 
relief from migraine wrote to Le Thieullier acknowledging that ‘the table is my great enemy’ 2! 
Le Thieullier agreed that overindulgence was the prime cause of his ailments. On the topic of 
exercise, Montpellier physician Jacques Montagne (d. 1757) advised a 45-year-old man in 
1745 that his various disorders were greatly contributed to by his immoderate hunting and his 
intemperance of all sorts of pleasures.22 According to Erwin Ackerknecht the prescribing of 
diet in disease continued to become rarer and rarer in the eighteenth century.2? However, the 
evidence of French consultants’ letters suggests that diet was invariably and strictly prescribed 
for all ailments. With regard to air, in 1774 Paul-Joseph Barthez (1734—1806) attributed a case 
of epilepsy to breathing charcoal fumes. A further causative agent of disease was climate. 
Exposure to inclement weather could be blamed for worse than simple rheums (colds). Le 
Thieullier warned that intemperate air could give rise to epidemic diseases which were for the 
most part fatal.2° It was well recognised that certain epidemic diseases were seasonal.®° 
Conversely, the Parisian Surgeon Antoine Louis wrote a dissertation on the most appropriate 
headwear for soldiers to wear in summer, as many fell ill and some died through over- 
exposure to the sun’s rays.°/ 


Age and gender 


Disease of children arose infrequently in the correspondence as many were acute infectious 
disorders, although childhood diseases were increasingly recognised as a separate field of 
medical endeavour through the early-modern period.®’ However, problems related to dentition, 
worms and rickets were raised as conditions which could be fatal. The origin of worms was a 
mystery. Jean Astruc (1684-1766) in A General and Compleat Treatise on all the Diseases 
incident to Children (1746) realised they came from eggs: ‘But whence spring these eggs in 
the human body? This is a difficulty I don’t pretend to explain.’ 


In 1732 Antoine Fizes declared the cause of rickets in an infant to be in part nutritional: 


a fault of nutrition generally widespread and in the bones, and in the soft parts that is to say muscles and membranes, the 

innards, the brain only is exempt for some time because of its uniform tissue, and that its consistency varies less by 

growing than the other parts . . . The general cause of this disease is a lymph of a badly mixed nature, mixed with water 

and phlegm, and loaded with concretions, which cannot distribute uniformily in the vessels nourishing the bones, and that 
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relax the tissue of the soft parts, that give to them to their blockage, and to the obstructions which are formed later. 
Humoral for the most part, the conclusion that nutritional ‘fault’ could be a factor in disease 
causation was extremely unusual, notwithstanding the importance laid on diet in almost all 
consultations. 


Women made up a large proportion for whom consulations were sought, and often for 
diseases particular to them. Most often these were associated with faulty menstruation, a 
plethora or diminution of flow, and with other vaginal discharges. In addition there many cases 
of hysteria, a disorder which had been in an earlier period seen as peculiar to women. By the 
eighteenth century this was regarded as analogous to hypochondria, and commonly an 
alternative term, vapours, was used for hysteria in women and hypochondria in men. 
Diseases of the breast are infrequently encountered, most commonly descibed as tumeurs, a 
word that meant a lump, not necessarily cancerous, although cancers were occassionaly 
diagnosed.“ The other disease of particular mention which recurred in the correspondence 
was pales couleurs or chlorosis, an affliction associated with young women usually linked by 
physicians to hysteria.22 

Beliefs that disease was caused by God, the Devil or astral influences were probably 
commonplace amongst the peasantry of France but were largely ignored by the elite of society, 
including university-trained physicians, as the period progressed. The Montargis physician 
Paul Dubé (1616-98) mixed theology with his medicine. In Le Medecin et le chirugien de 
pauvres he described a 1670 outbreak of scorbut.4 He took it to be a new disease (despite the 
fact that scorbut was well known) as this particular outbreak had symptoms and signs he 
considered novel: 


We can say of the new disease of Scorbut in our climate that it has a cause Divine, to speak correctly, that is God, and 
incorrectly the constitution of the air, that God sends to men in order to chastise, and that the air takes on some qualities 
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and some influences of the stars, also contributed to the production of this disease.“ 
However, no mention of godly causes arises in the correspondence examined, only that in 
severe cases a patient’s future might remain in the hands of God. Astronomic influence did on 
rare occasions get a mention, mainly in regard to the timing of taking medication. 


Conclusion: treatment the last word 


The final outcome of a consultation was how the disease was to be treated. It is beyond the 
scope of this chapter to debate this topic in depth. Suffice to say typically the expert would 
prescribe a regimen which comprised bleeding, and the use of vomicants, enemas and 
laxatives, all of which were intended to restore the humoral balance by supplementation, or 


more usually, by elimination. In addition he would prescribe bouillons (medicated thin broths), 
perhaps something to alleviate pain, and the taking of various mineral waters. Finally and 
invariably, lifestyle issues were addressed — exercise, diet, the type of company to keep and 
whether to be active or quiescent. 


Whether or not the medicaments they prescribed were efficacious is difficult to ascertain. 
Philip Rieder has argued that the ‘medical concept of efficacity is a foreign logic to the 
medical world of the Ancien Régime’ © This inevitably leads to the question of what is meant 
by ‘cured’. In the period in question, it meant to regain health, which for the patient presumably 
meant an absence of symptoms. For example in 1747 a patient suffering from a cough, a heavy 
fever, loss of appetite, spots before the eyes and a bunion was treated by his ordinaire and 
commented that bleeding had reduced his fever, pains in his legs had not ceased, the spots 
before his eyes had lessened, his appetite was better and his bunion had improved.” Whether 
this was the sole consequence of following the physician’s instructions is of course unknown. 
Such records of success or otherwise of treatment are rarely encountered. In Consultations 
choisies the authors acknowledged that not knowing the outcome of proposed treatments was a 
shortcoming, but claimed that this was because the patient had either been cured or had died. 
On other occasions in a printed text the consultant would add a note that the patient was cured. 
Ramel’s text was rare amongst the sources examined, in that he included the outcomes of each 
of the consultations he had published. In the majority of cases the patient was said to have been 
returned to health, or had perished from some other ailment, but this could be the result of his 
selection of what to publish. 


Epistolary correspondence provides a window to examine early-modern concepts of 
disease and their perceived causes. The distinction between being healthy and being ill was 
commonly understood but professionally ill-defined. The modern visualisation of disease 
entities being of a specific and definable nature simply does not accord with that of the 
seventeenth and eighteenth centuries. There were diseases readily identified with an agreed 
nomenclature, but even some of the most obvious were the subject of vernacular terms — for 
example mal caduc for epilepsie. Throughout the period imbalance of the humours was the 
mainstay of causation theory. But the fact that alternative explanations for ill-health were 
proposed is indicative of dissatisfaction with this theory to meet all the needs of a diagnosing 
physician. What is more, there were recognised causal factors outside this theory which the 
trained practitioners could not fully explain, such as heredity. Likewise, infection and 
contagion were recognised but could not be fully satisfactorily explained. For patients the 
letter was an established method of seeking relief from the varied diseases which troubled 
them, although we often do not know whether the advice proffered at a distance was followed 
or ignored. As the humoral theory underpinning physiology and pathology was widely 
understood by patients, physicians claimed that superior knowledge alone was often 
insufficient for him to establish his authority. This limitation was further accentuated by the 
relative social standing of patients and physicians. Where today’s doctor encounters the 
occasional patient who is perceived to be recalcitrant, this was a recurring problem for his 
early-modern counterpart. Even the naming of a disease might be rejected if considered 
socially unacceptable. Equally, it was often difficult to get a patient to accept that lifestyle 


factors contributed to disease, and that patients needed to make changes to their everyday lives. 
The medical practitioner was thus forced to rely on rhetoric to convince his patients to accept 
his interpretation of symptoms, signs, disease causation and consequential prescriptions. 
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THE CLINICAL NARRATIVES OF JAMES 
PARKINSON’S ESSAY ON THE SHAKING PALSY 


(1817) 


Brian Hurwitz 


James Parkinson’s contribution to understanding disorders of human movement in the late 
eighteenth and early nineteenth centuries is recognized in a well-known eponym. This chapter 
considers the extent to which his Essay on the Shaking Palsy of 1817 successfully defined a 
new disease and incorporated a distinctively narrative view of the condition into the concept 
of it.2 I will focus on Parkinson’s approach to gathering and presenting his findings in the 
context of the observational culture of his time and on how the Essay exemplifies the literary 
and social aesthetic Tom Laqueur has called ‘a new humanitarian narrative’. In depicting the 
clinical phenomenology of the condition, I will examine the dialectic between observation and 
abstraction, between individual case description and the general account of the condition 
which the Essay sets up, as well as its author’s debt to eighteenth-century sentimental writing 
and the literature of urban spectatorship.4 


Laqueur designates a cluster of eighteenth-century scientific, medical and social inquiries 
‘humanitarian narratives’, which speak of ‘the aims and deaths of ordinary people’ and seek to 
connect the sympathies and ‘actions of . . . readers with their suffering subjects’.2 Such 
accounts set out to persuade readers that the causes of pain and suffering should be ameliorated 
and if possible prevented, aims that were foremost in Parkinson’s account of a condition he 
found began almost imperceptibly in the slightest of vibrations which worsen over time, and in 
the later stages disorganize many of the routine movements of daily living. 


Roger Smith notes that the term story ‘is the older word “history” with a lost syllable’ and 
that ‘the German “Gesichte”, the Russian “istoria” and the French “histoire” all denote both 
history and story’.® In eighteenth-century medical cases, novels and biographical writings 
alike, historical narrative proved an effective and popular means in which to configure the 
events of a life and of an illness. A history could grasp the sequence and meaning of events and 
experiences unfolding over time, its narrative possibilities being well suited to depicting the 
effects of disorder, whether these arose from misfortune, physical or psychological trauma, 
altered identity or illness. While accounts of disease drew on the language of patient 
experiences which came to frame specific clinical understandings, narrative gained legitimacy 
as a notion denoting both complicated medical cases and accounts of scientific experiments.2 


Parkinson placed a ‘History’ of the condition at the head of his Essay, which sought to 
integrate sufferers’ experiences into a distinct concept of a disease. In this he aligned himself 
with a shift that had taken place in German case descriptions: Carsten Zelle has documented 
how eighteenth-century German physicians had begun to incorporate into case descriptions 
information gleaned not only from ‘exterior senses (sensus exteriores: tactus, visus, auditus, 
olfactus, gustus)’ but also from their own ‘internal emotional processes perceived by sensus 
interiores’,” a double sensitivity apparent in the language of the Essay, which goes beyond the 
ocular to incorporate subjective perspectives on the effects of the malady on sufferers. 


The Essay 


The Essay redefined a hitherto imprecise term, ‘paralysis agitans’, as the ‘Shaking Palsy’, 
designating it a slowly deteriorating disease of long duration by the conjunction of certain 
symptoms and disordered movements.12 It was published when Parkinson was nearing 
retirement from practice as a surgeon-apothecary in the semi-rural hamlet of Hoxton, north east 
of the City of London (see Figure 27.1).4! During his career Parkinson had pressed for public 
health reform and infection control in London workhouses, had been the medical attendant to a 
Hoxton madhouse, a radical political pamphleteer, a short-story-teller, geologist, fossilist and 
the author of several textbooks.“ By the time he came to write the Essay he was an 
accomplished author, though by his own account he lacked a secure understanding of the cause 
of the Shaking Palsy which may have delayed the Essay’s appearance until long after his 
interest in the malady first took shape. In its ‘Preface’ he wrote: ‘some conciliatory explanation 
should be offered for the present publication: in which, it is acknowledged, that mere 
conjecture takes the place of experiment; and, that analogy is the substitute for anatomical 
examination, the only sure foundation for pathological knowledge’./? Given this degree of 
caution the effect of the Essay’s appearance was almost epiphanic. 


As soon as it appeared, the Essay was recognized to be an important description of a 
progressive condition. In the year of publication, sections from it were reprinted in The 
London Medical and Physical Journal, which announced the work worthy of ‘universal 
perusal’.!4 John Cooke, physician to The London Hospital, in his Treatise on Nervous 
Diseases (1820), declared it ‘highly deserving of our attention’, and noted that neurologists 
hitherto had ‘not classed paralysis agitans among the palsies’.1? Parts of its ‘History’ were 
quoted verbatim in Thomas Graham’s 1827 edition of Modern Domestic Medicine, one of 
many treatises of the time that set out symptoms to assist people unable to pay for doctors to 
diagnose and treat themselves.t° The Essay was cited in the early pages of The Lancet by 
physicians at the height of their careers, including John Elliotson in 1830 and Marshall Hall 
in 1838,18 and later in the century it proved influential on the work of international clinical 
authorities, such as the German physician Marshall Romberg in his Manual of The Nervous 
Disease in Man (1846),12 the French physician Armand Trousseau, whose 1861 Lectures in 


Clinical Medicine” identified additional features of the malady, and Jean-Martin Charcot and 


Edmé Vulpian.— Charcot later named the condition ‘La Maladie de Parkinson’. So 
impressed by the Essay was Charcot that he advised his students at the Salpétriére to translate 
the work: ‘it will provide you’, he wrote, ‘with the satisfaction and knowledge that one always 
gleans froma direct clinical description made by an honest and careful observer’ .= 
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The Essay was divided into five chapters, the first of which was in three parts, 
‘DEFINITION — HISTORY — ILLUSTRATIVE CASES’ and defined the Shaking Palsy as: 


Involuntary tremulous motion, with lessened voluntary power, in parts not in action, and even when supported; with a 
propensity to bend the trunk forwards, and to pass from a walking to a running pace: the senses and intellects being 


uninjure az 


These various elements were not in themselves newly identified phenomena although this 
combination of them had not previously been advocated. At the time of his intervention these 
forms of movement had already been described and placed in different classes, species and 
genera of prevailing nosologies. Parkinson argued that they belonged together, the components 
necessary for diagnosis being Tremor coactus (a term referring to an involuntary trembling 
characterized by the Dutch physician and anatomist Franz de le Boé in the seventeenth century) 
and Scelotyrbe festinans (the conjunction of scelotyrbe — the ancient Greek term for hustle or 
totter — and festinans — the Latin signifying hurry). Parkinson claimed these dysmobilities 
occurred together and constituted a single malady. 


The ‘History’ 


The ‘History’ developed a generic account of the Shaking Palsy featuring details selected from 
six cases set out immediately after the first section of the Essay. Readers of the work therefore 
encountered an iterated clinical narrative in the form of a generalized story set out in the 
‘History’, followed by a patchwork of case narratives whose unattributed features made up the 
generalized account of the ‘History’. The trajectory of the malady presented in the ‘History’ 
was as follows: 


So slight and nearly imperceptible are the first inroads of this malady, and so extremely slow its progress, that it rarely 
happens, that the patient can form any recollection of the precise period of its commencement. The first symptoms are a 
slight sense of weakness, with a proneness to trembling in some particular part; sometimes in the head, but most 
commonly in one of the hands and arms. 


... LA]s the disease proceeds . . . the hand fails . . . to answer with exactness to the dictates of the will... . The legs 
are not raised to that height, or with that promptitude which the will directs . . . [W]riting can now be hardly at all 
accomplished . . . whilst at meals the fork not being duly directed frequently fails to raise the morsel from the plate. 
Commencing . . . in one arm, the wearisome agitation is borne until beyond sufferance, when by suddenly changing the 
posture it is for a time stopped . . . to commence, generally in less than a minute in one of the legs . . . Harassed by this 
tormenting round, the patient has recourse to walking, a mode of exercise to which sufferers from this malady are in 
general partial; owing to their attention being thereby somewhat diverted from their unpleasant feelings. . . . 


... [A]s the malady proceeds . . . the propensity to lean forward becomes invincible, and the patient is thereby forced 
to step on the toes and fore part of the feet, whilst the upper part of the body is thrown so far forward as to render it 
difficult to avoid falling on the face. .. . Insome cases . . . the patient . . . is irresistibly impelled to take much quicker and 
shorter steps, and thereby to adopt unwillingly a running pace. 


The power of conveying the food to the mouth is at length so much impeded that he is obliged to consent to be fed by 


others. The bowels, which had been all along torpid, now, in most cases, demand stimulating medicines . . . he dares not 
venture on exercise, unless assisted by an attendant, who walking backwards before him, prevents his falling forwards, by 
the pressure of his hands against the fore part of his shoulders. He is not only no longer able to feed himself, but when the 
food is conveyed to the mouth, so much are the actions of the muscles of the tongue and pharynx impeded by impaired 
action and perpetual agitation, that the food is with difficulty retained in the mouth until masticated; and then as difficultly 
swallowed. . . . [T]he saliva . . . hence is continually draining from the mouth, mixed with the particles of food... As the 
debility increases . . . the tremulous agitation . . . becomes so violent as to shake the bed-hangings. The chin is now 
almost immovably bent down upon the sternum. The slops with which he is attempted to be fed, with the saliva, are 
continually trickling from the mouth. The power of articulation is lost . . . and at the last, constant sleepiness, with slight 
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delirium, and other marks of extreme exhaustion announce the wished-for release.<* 
Parkinson draws out the arc of the malady in an account of great pathos. Following an onset 
located in indistinctness the sufferer undergoes a prolonged deterioration whose course is 
unflinchingly charted in chronological and semi-biographical terms. The closing scene focuses 
down on the sufferer, cared for and tended to (‘attempted to be fed’), tethered to his bed by the 
condition. A marked transformation is apparent: hitherto upright, independent and mobile 
(though becoming less so as the ‘History’ unfolds), the exhausted, shaking sufferer is forced 
into a recumbent position, chin-on-chest, surrounding furnishings also shaking, his movements 
ceasing only when ‘constant sleepiness’ and ‘slight delirium’ set in, and death finally 
supervenes. 


This is not a conventionally good death: there is no hint of prayer other than the ‘wished-for 
release’. The picture is of ‘a train of harassing evils’,“° followed by an agitated transition to 
final repose. As we shall see, the sufferer of the ‘History’ is derived from the clinical cases 
that follow and is a composite constructed from observations of real people and their 
circumstances. The ‘History’ pictorially creates an amalgam of a sufferer whose daily 
activities, habits and propensities become progressively curtailed, Parkinson’s use of 
impersonal constructions and the passive voice lending power to his depiction of frustrated 
volition. In taking parts of the man’s body as the subject of his sentences (‘the hand fails’, ‘the 
legs are not raised’, ‘the fork... fails’, ‘the chinis .. . bent down’), and in making the sufferer 
the subject of passive verbs (‘the patient is irresistibly impelled’ and ‘obliged to consent to be 
fed’), the syntax mirrors the sufferer’s condition of not being able to exert his will over his 
own body. The fact that it is ‘the hand’ which the ‘History’ refers to, not ‘his hand’, is also 
telling as it portrays the alienation ‘the sufferer’ feels from his own body.” The end is a death 
that ‘softens the heart’ ,2? even as it closes the section of the Essay which charts the trajectory 
of a disease type. 


All but the last of the six ‘Illustrative Cases’ that follow this ‘History’ are brief. The first of 
them reads: 


Almost every circumstance noted in the preceding description, was observed in a case which occurred several years 
back, and which, from the peculiar symptoms which manifested themselves in its progress; from the little knowledge of its 
nature, acknowledged to be possessed by the physician who attended; and from the mode of its termination; caused an 


eager wish to acquire some further knowledge of its nature and cause.22 In this case, every circumstance occurred 


which has been mentioned in the preceding history.22 


After the ‘History’, Case I is the first to be set out simply because it was the first Parkinson 


recognized as noteworthy, the first to stimulate his interest in characterizing the condition — the 
‘index’ or exemplary instance of it. In comparison with the ‘History’, its prose is terse and 
pared down, and the clinical details are minimal. That this particular case could be coincident 
with the ‘History’, as Parkinson implies, seems doubtful because the account has been 
compounded from the details of several cases and includes a very distinctive scene of 
difficulty initiating walking taken from Case V, which could not also have belonged to Case I. 
However, taking account of Parkinson’s reference to ‘the mode of its termination’ (my 
emphasis), Case I would appear to have been the source of the deathbed scene. 


It is surprising how little clinical content Case I contains, how non-‘illustrative’, in terms of 
features visualized, Case I turns out to be. The modern reader would expect the contents of 
Case I to be pivotal in convincing an audience that the general description of a condition is 
grounded in careful observation of clinical reality. But the generic description within the 
‘History’ turns out to be more detailed than that of Case I, reversing modern expectations. 


Parkinson introduced his second and third cases as ‘the subject of the next case...’ and ‘the 
next case’, indicating that they arose from consecutive observations. Both concerned people he 
stopped and questioned on the street. Each is short, and focused on the bowed posture, curious 
gait, and the use of a stick. The man in Case II, he reported, ‘walked almost entirely on the fore 
part of his feet, and would have fallen every step if he had not been supported by his stick’ “4 
The sufferer informed Parkinson that his condition had come on ‘as the consequence of 
irregularities in mode of living and indulgence in spiritous liquors’, an attribution faithfully 
reported but to which Parkinson gave little credence, because he maintained the trembling of 
the Shaking Palsy was quite distinct from that related to high intakes of alcohol. 


Case II concerned a man of 62 years of age ‘whose life had been spent as an attendant at a 
magistrate’s office. All the extremities were considerably agitated, the speech was very much 
interrupted, and the body much bowed and shaken’. The agitation of Case III’s limbs, head and 
body was ‘vehement’ and, crucially, it was coincident with abnormal posture, gait and shaking 
limbs. However, the significance of linking these two distinct sets of clinical phenomena, 
which was an important new observation, is somewhat over-shadowed in the text by the 
detailed description of the man’s changing posture and use of his stick: 


he was entirely unable to walk; the body being so bowed, and the head thrown so forward, as to oblige him to go on a 
continued run . . . and to employ his stick every five or six steps to force him more into an upright posture, by projecting 
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the point of it with great force against the pavement.-~ 
The street cases are closely observed and visually lively. Case III seems to have persuaded 
Parkinson that highly varied clinical features could belong together. Case IV, seen indoors, 
‘was that of a gentleman about fifty-five years’, who consulted on account of a chest complaint, 
which turned out to be due to an abscess, ‘a considerable degree of inflammation over the 
lower ribs on the left side, which terminated in the formation of matter beneath the fascia’. As 
Parkinson drained the abscess he noticed a ‘trembling of the arms’.2’ These are the only 
clinical details provided and add nothing to the characterization of the Shaking Palsy already 
provided. However, the case conveys a strong sense of Parkinson at work and readers learn 


that trembling may not lead sufferers to complain of it, even when consulting on account of 
other conditions, and that the diagnosis of this malady may arise opportunistically. 


Parkinson did not get the chance to speak to Case V because, as he put it, ‘the lamented 
subject . . . was only seen at a distance’. But he offered the following sketch of how his mode 
of propulsion was initiated and sustained by an attendant who: 


standing before him with a hand placed on each shoulder, until, by gently swaying backward and forward, he had placed 
himself in equipoise; when, giving the word, he would start in a running pace, the attendant sliding from before him and 


running forward, being ready to receive him and prevent his falling. 28 


The visual impression of Case V is almost cinematic, as if this co-operative mode of 
locomotion had been seen from afar through binoculars.°2 The deftness with which the scene of 
this pair rocking to-and-fro in unison is encapsulated is striking. The sixth case Parkinson 
introduced as one ‘which presented itself to observation since those above-mentioned’, 
implying it was observed with the benefit of hindsight gained from the earlier case 
descriptions. Textually the longest case, it charted a sequence of symptoms in a man over a 12- 
year period. As before, the effects of the malady on the sufferer’s life were contextualized with 
the patient’s views about its vexations and causation: his bowels, we learn, were ‘much 
retarded’, a problem Parkinson thought common to many sufferers; and he noticed the man’s 
trembling temporarily disappeared following a stroke, only to return again as the one-sided 
bodily paralysis resolved. Parkinson twice noted the sufferer’s capacity to suspend the 
agitations by an act of will: 


At present he is almost constantly troubled with the agitation . . . when, by a sudden and somewhat violent change of 
posture, he is almost always able to stop it 40 


. .. [H]e, being then just come in from a walk, with every limb shaking, threw himself rather violently into a chair, and 


said, ‘Now I am as well as ever I was in my life.’ The shaking completely stopped; but returned within two minutes.44 


The scene reveals not only the man’s agency and ingenuity but also a note of triumph in being 
able to demonstrate a self-discovered method of auto-termination, albeit only transiently 
effective.“2 As Case VI reaches its close, another voice is heard, that of the patient’s wife: 


. .. being asked if he walked under much apprehension of falling forwards? he said he suffered much from it; and replied 

in the affirmative to the question, whether he experienced any difficulty in restraining himself from getting into a running 

pace? It being asked, if whilst walking he felt much apprehension from the difficulty of raising his feet, if he saw a rising 

pebble in his path? he avowed, in a strong manner, his alarm on such occasions; and it was observed by his wife, that she 
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believed, that in walking across the room, he would consider as difficulty the having to step over a pin.-> 
Parkinson’s clinical interviewing was not only able to call forth informative responses from 
patient and carer but the affirmation felt by husband and wife at the grasp of the disease which 
he revealed in his questioning of them. In confirming the patient’s fear of falling — 
apprehension at the prospect of stepping over small objects (‘a rising pebble in his path’) — 
and the tendency to forward running, Parkinson brings to the fore the man’s psychological as 
well as physical vulnerability. The respectful relationship among those present is apparent, the 
report accommodating several viewpoints: the doctor’s keen understanding and desire to learn 


more, the patient’s subjective experience and vulnerability, and the wife’s insightful 
observation of her husband’s condition. 


In the Essay’s subsequent chapters Parkinson sought to anchor the account of the malady in 
already known modules of human dysmobility. The pathognomonic features necessary to 
identify and diagnose the Shaking Palsy he located in Tremor coactus and Scelotyrbe 
festinans, each of which had been separately recognized in different classificatory schemata of 
the day. He distinguished the Shaking Palsy from other disorders of trembling and referred to a 
number of additional cases not included in his own series.“ One of these in Chapter IV, 
another street case, concerned a man who had suffered agitation and convulsive movements of 
the legs following mercury treatment for a venereal affection many years before. ‘Full ten years 
later’, Parkinson wrote: 


the unhappy subject . . . was casually met in the street, shifting himself along, seated in a chair; the convulsive motions 
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having ceased, . . . and the limbs having become totally inert . . . and insensible to any impulse of the will. . => 
Parkinson was at pains to distinguish this pattern of ‘convulsive motions’ from those of the 
Shaking Palsy. In Chapter V he called for trials of new treatments: if there was to be any 
chance of cure early diagnosis, he believed, was essential. Citing a successful report he found 
analogous (that of Count de Lordat), he suggested the condition be divided into an early phase 
— within two years or less of the first referable symptom — and a later phase. There was little 
hope of alleviating late-stage disease, but early on he believed it might be curable if blood was 
withdrawn from the upper part of the neck, or if blistering, scarifying and drainage of either 
side of the upper vertebrae were tried in order to reduce inflammation in the region. He 
referred to attempts by others to curtail the disease by use of mustard and caustic plasters, 
reflecting his provisional view that the source of the malady lay in congestion or inflammation 
of the spinal medulla. 


Medical observation in Parkinson’s day 


Parkinson believed his occupational position was key to his observational synthesis: “The 
disease’, he wrote, is of long duration: ‘to connect, therefore, the symptoms which occur in its 
later stages with those which mark its commencement, requires a continuance of observation of 
the same case or at least a correct history of its symptoms, even for several years.’“© But it is 
not only observational continuity that underpinned his achievement. Also important was his 
ability to select out and situate salient features of daily practice arising from conversation, 
questioning and prolonged follow-up, and a capacity to embody these narratively in a text that 
bore witness to evolving patterns of human movements developing slowly over years. 


It is difficult to overstate the importance of personal witness in the clinical accounts of 
Parkinson’s day. In his Commentaries on the History and Cure of Diseases of 1802, the 
accomplished physician William Heberden (1710-1801) wrote: 


The notes from which the following observations were collected, were taken in the chambers of the sick from 


themselves, or from their attendants . . . These notes were read over every month, and such facts, as tended to throw 
any light upon the history of a distemper, or the effects of a remedy, were entered under the title of the distemper in 
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another book, from which were extracted all the particulars here given.—* 
Heberden’s method was to chronicle daily work, mull over its details and abstract from these 
(in a separate volume) what he found salient about them, supporting his claim of a close match 
between the contents of the Commentaries and everyday clinical experience.’ Heberden was 
a Fellow of St John’s College Cambridge, the Royal Society and the Royal College of 
Physicians, the founder-editor of its Medical Transactions. Parkinson was a_ surgeon- 
apothecary born and brought up in the East End of London, a generation or so Heberden’s 
junior, whose education had been one of apprenticeship to his father and six months’ walking 
the wards of the newly established London Hospital in Whitechapel. Despite these marked 
differences in social and professional position, Heberden and Parkinson shared interests: each 
was an early member of the Humane Society (founded in 1774) from which Parkinson had been 
awarded a silver medal in 1777 for resuscitating a man who had tried to commit suicide; each 
had published case reports in the Memoirs of the Medical Society of London, and had an 
interest in the effects of lightning on people and on property. While no direct evidence 
connects the two men personally, Parkinson is likely to have been familiar with Heberden’s 
Commentaries, which appeared in Latin — a language Parkinson read well — in 1802 and 
which by 1817 had attained wide currency, having appeared in three editions, including an 
English translation. Prior to the publication of the Essay, Heberden’s textbook therefore offers 
a pertinent gauge of contemporary clinical understanding of disorders of shaking. ‘A trembling 
of the hands or a shaking of the head’, Heberden wrote: 


may be judged to have some alliance with paralytic, and apoplectic maladies; yet it has often continued for a great part of 
a person’s life, without any appearance of further mischief; and therefore, if it have a tendency to palsies, it is a very 
remote one. . . . Hypochondriac persons are troubled with frequent fits of it; hard drinkers have it continually; and some 
degrees of it usually attend old age. This, like other affections of the nerves, is greatest in a morning, and is aggravated by 
any disturbance of mind. Coffee and tea make the hands of some persons shake; and yet I have known strong coffee 


drunk every day for forty years, by one who was remarkable for the steadiness of his hands even in extreme old age. 29 


This account is neither closely observed nor rendered in particular clinical detail and in 
pointing to associations of trembling with other conditions — old age, hypochondria, heavy 
intake of alcohol and coffee — Heberden did not allude to any new associations between 
shaking and lifestyle. No relationship between trembling and disorders of posture or gait are 
singled out and no reference made to classifications of tremor, such as those of Boissier De 
Sauvages or of William Cullen, both of whom Parkinson referred to in the Essay. De 
Sauvages’s Nosologia Methodica of 1762 had defined tremor as a ‘side-to-side movement 
without a feeling of being cold’, and had listed 19 species of it in his fourth class of disease, 
‘Spasm and Convulsive Malady’.2! Cullen’s Nosology of 1800 defined tremor as ‘an alternate 
and frequent motion of a joint to-and-fro’, 15 species of which were outlined under his second 
class of disease, the ‘Neuroses’. Both authors referred to this sort of shaking as Tremor 


coactus.22 


The other component of Parkinson’s definition, Scelotyrbe festinans, a tottering or hurrying 


gait, had been described in 1772 by Hieronymus Gaubius, Professor of Chemistry and 
Medicine at Leiden. Gaubius reported that ‘it happens that the muscles by an involuntary agility 
and impetuosity accelerate their motions and hurry away against the determination . . . [he had] 
seen those who could run but not walk’.22 De Sauvages had identified several forms of 
scelotyrbe but associated none of them with trembling: Scelotyrbe of Galen, he noted, was ‘an 
impediment which prevents people walking in a straight line’, which he likened to Thomas 
Sydenham’s description of Saint Vitus’s Dance. Scelotyrbe festinans De Sauvages defined as a 
disorder of people who can locomote only in haste, illustrating this with the case of a fast- 
walking painter who was unable to divert his path ‘to the right or left, and on meeting an 
obstacle became almost fixed until, little by little, by shifting his position, he once again began 
to move forward ina straight line’ 4 

Parkinson’s central claim was that a compound of these disorders of movement was a single 
disease: ‘cases appear to belong to the same species: differing from each other, perhaps, only 
in the length of time which the disease had existed, and the stage at which it had arrived’.°? His 
use of ‘species’ in this context is typical of a late- eighteenth-century physician-naturalist. 
Sydenham earlier had urged doctors to identify and classify diseases with the same exactitude 
which naturalists brought to bear on the characteristics of different creatures.2° As one of the 
most experienced fossilists of his day and an adept in fossil types,2’ Parkinson would have 
recognized the Shaking Palsy to be a ‘species of disease’ in the same sense of the term’s usage 
in relation to newly discovered plants and fossils of the period.” 


Urban observation 


The Essay reported observations on people who consulted Parkinson as an apothecary and on 
those he saw and questioned on the street. Throughout the eighteenth century the busy-ness of 
London streets had increased as the metropolitan population grew and commerce expanded. A 
great deal of trade and transaction took place on the streets which accommodated many 
occupations.22 The contrast between urban streets and those of the countryside became the 
subject of observation and comment.” In the mid-eighteenth century Dr Johnson found street 
postures, bearings and gaits signalled class, attitude and intention: 


Crowds that fill the streets . . . with motion . . . [are] difficult to behold without contempt and laughter . . . awakened by 
the sprightly trip, the stately stalk, the formal strut, the lofty mien; by gestures intended to catch the eye, and by looks 
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elaborately formed as evidences of importance. 
The shape and attitude of human bodies in an urban landscape conveyed moral and morbid 
temperament,°2 and underpinned the physiognomist Casper Lavater’s advice to travellers 
newly arrived in cities to take to the streets to gain the measure of their hosts: 


I would . . . plant myself in a public walk, or at the crossing of streets . . . would first consider the general form of the 
inhabitants, their height, proportion, strength, weakness, motion, complexion, attitude, gesture and gait. I would observe 
them individually; see, compare, close my eyes, trace in imagination all I had seen, open them again, correct my memory, 


close and open them alternately; would study for words, write, and draw, with a few determinate traits, the general 
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form.~= 

Lavater’s reference to combining sight, imagination, word retrieval, memory and the sketching 
of bodily appearances, in order fully to take in street appearances, is telling. In 1809 the short- 
lived journal The London Medical and Surgical Spectator announced that ‘Medicine is, more 
than any other, the science of speculation’,“ speculation that took Parkinson beyond the 
confines of hospital, dispensary and the apothecary’s shop and into the larger observatory of 
the urban landscape. Visitors to London were struck by the animation of its street life: in 1782, 
for example, the German author and essayist Karl Philipp Moritz included in his letters home 
vivid impressions of street scenes and descriptions of people’s bearing and clothing. Ten 
years after the Essay’s publication the poet, Heinrich Heine, visiting the capital, wrote: 


Send a philosopher to London . . . Send a philosopher thither and set him at the corner of Cheapside, and he will learn 
more than from all the books of the last Leipzig fair; and as the waves of human beings roar about him there will arise 


before him a sea of new thoughts ... and. . . reveal to him the most hidden secrets of the social order.©8 


These reactions bring out how revelatory London street life was to visitors.°’ Cheapside was a 
fashionable, opulent thoroughfare, an 1823 view confirming its splendour and the degree of 
social mingling that took place on its pavements, which sported a mix of body types, shapes, 
postures and gaits. Figure 27.2 shows people stooping, lugging, pushing, pulling, carrying and 
stepping forth. London at this time had no public transport system and many of the streets — 
even major thoroughfares — were congested with foot and wheeled traffic and were generally 
much less orderly than this view of Cheapside suggests. 


The streets abutting Hoxton Square, where Parkinson lived and worked, were busy with 
activities of a mixed population. Hoxton had an unusually high number of almshouses and 
workhouses in its locality so many people on its streets would have been elderly (see Figure 
27.1).©? His home and surgery stood on a corner at Number 1 Hoxton Square and had a view to 
the front across the square and at its flank and rear over the eastern approach to Hoxton Market 
(see Figure 27.1). The apothecary’s shop and surgery were on the ground floor with family 
accommodation above. To the north were market gardens, orchards and open fields and farms, 
this part of London being subject to daily tidal movements of people who entered the village 
by foot to purchase goods at Hoxton Market on their way to the city to work, retracing their 
footsteps at the end of the day. 


The nearest major road junction to Hoxton Square, shown in Figure 27.3, was the four-way 
intersection of Shoreditch High Street. This engraving (c.1800) is dotted with portraits of 
pedestrians of distinctive posture: a man stooping, others crouching, carrying buckets and 
pushing a trolley. Another view of the same church (Figure 27.4) shows a figure with a 
dragging gait (with his back towards us) and a sailor strutting forth. In noticing postures and 
gaits in and around Hoxton, Parkinson was partaking in an observational urban culture shared 
by visual artists well practised in interpreting urban corporeality. 





Cheapside in 1823. Engraved by T.M. Baynes from a drawing by W. Duryer. 
Author’s Collection, author’s own copyright. 


It was a culture shared by writers who reported on the capital’s life in the tradition of early 
journalists such as Ned Ward, Richard Steele and Joseph Addison. In the novel Humphry 
Clinker (1771), the Glaswegian surgeon and novelist, Tobias Smollett evoked the chaotic 
impression urban life could make on country-folk when first arriving in the capital: people 
were ‘rambling, riding, rolling, rushing, jostling, mixing, bouncing, cracking, and crashing in 
one vile ferment... one would imagine they were impelled by some disorder of the brain, that 
will not suffer them to be at rest’.~ Urban appearances were also a pungent presence in 
Laurence Sterne’s A Sentimental Journey (1768), a novel structured around ‘tableaux or 
“scenes” of those in distress’ that engendered ‘feelings of a tender heart, the sweetness of 
compassion, and the duties of humanity’. According to Henry Mackenzie, the author of The 
Man of Feeling (1771), sentimental texts fashioned emotional links between author and reader 


by depicting details of life and ‘that pleasure which is always experienced by him who unlocks 
the springs of tenderness and simplicity. The ‘man of feeling’ was ‘a man of 
seeing . . . moving through society’, whose ‘observation and introspection’ were directed to 
objects of social inquiry.2 More than just a ‘humanitarian narrative’, the Essay’s focus on 
special moments of poignancy can be read as a series of sentimental episodes whose truth to 
life was echoed time and again in the narratives of its six ‘Illustrative Cases’. 
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Figures 27.3—27.4 St Leonard’s Church, Shoreditch, London, circa 1800. Author’s 
Collection, author’s own copyright. 


Jessica Riskin has argued that some modes of French science intermingled sensibility and 
empiricism in ways that acknowledged the felt responsiveness of scientists towards the objects 
of their inquiries, a responsiveness which generated observations ‘not from sensory experience 
alone, but from a combination of sensation and sentiment’. Parkinson’s way of looking was 
not that of a spectator disconnected from the objects of his interest or subordinated to the 
taxonomic and voyeuristic drives of Walter Benjamin’s later characterization of ‘botanizing on 
asphalt’,~ but was rooted in the urban and medical geography of his working life and 
practice.“ That the vast preponderance of people he identified with the Shaking Palsy were 
men was probably not the result of any lack of women out and about on the streets of London 
and the neighbourhoods of Hoxton.“ These outdoor dimensions of Parkinson’s practice have 
gone unnoticed in studies of the role of eighteenth- and nineteenth-century cities in supporting 
the conduct of scientific investigations, which have largely focused on their institutions.2° To 
the museums, libraries and literary and philosophical societies of cities which provided the 
settings and intellectual contexts for experiments, expositions and public demonstrations of 
newly acquired knowledge should be added the metropolitan streetscape as a locus of clinical 
observation, reasoning and literary record in the development of nineteenth-century 


medicine.2! 


Conclusion 


Parkinson’s Essay identified more than a loose collection of symptoms. The Shaking Palsy was 
“a species of disease’, a claim that has since been sustained over two centuries. The Essay 
reframed already recognized clinical phenomena and demarcated them from similar 
manifestations of different conditions. But without a proven aetiology or a causal account 
Parkinson could buttress his claim for the existence of ‘a species’ of disease only by binding 
together its diverse symptoms in an unfolding narrative shared by sufferers. Thus the generic 
account given in the ‘History’ entailed all the disease-related details of each case description, 
nothing of salience occurring in the cases that had not been pre-enacted — in a sense pre- 
destined — by the ‘History’. The ‘History’ unveiled a pathological agency working itself out in 
sufferers, a ‘flow of the nervous influence to the affected parts’ through which ‘the disease 
proceeds’, a phrase Parkinson repeated on six occasions. But without an anatomico- 
pathological seat or originating process it was the condition’s highly distinctive temporal 
trajectory that integrated its diverse symptomatology and manifestations, and conferred on it 
the identity of a distinct clinical ensemble. 


The concept of disease set out in the Essay is of an abstract entity or ‘species’ operating 
through the grip it exerts on the invented composite of the sufferer in the ‘History’, who 
occupies a victimized position that stands for all sufferers of the condition. Whereas help- 
seeking is fully apparent in the Essay’s cases, the notional sufferer is abstracted from the world 


of medicine and treatment. Though he remains sensible and aware of his physical deterioration, 
and attempts to adapt to its worst ravages, he is different from the cases which are rooted in 
real people, signified by snippets of biographical information — age, occupation, aspects of 
their individual histories — and by reported conversation with Parkinson himself. The sufferer 
described in the ‘History’, by contrast, is not individuated and, apart from gender, lacks 
biographical referents. His role is to make fully apparent the effects of the malady by 
exemplifying a process Foucault referred to as ‘subtraction’, removal of individual and 
particular qualities to leave ‘the negative element, the accident of the disease’. According to 
Foucault, medical understanding takes account of individual sufferers only to the extent that it 
places them ‘in parentheses’ .8* Yet precisely because Parkinson’s portrait of the malady lacks 
a convincing pathological mechanism, the Essay remains focused on people observed from 
many angles and appreciated as if from within, generating understanding in vernacular terms in 
a manner comparable to eighteenth- and nineteenth-century lay writings on illness. 


Mary Fissell has highlighted the extent to which autobiographical diaries and memoirs of the 
period showed great resourcefulness on the part of sufferers who attended closely to sources 
of information about their illnesses, and delved ‘back in time to understand what may have 
befallen them’, to glean any information that might prove useful in their search for treatments. 
Parkinson’s case descriptions do not ‘overwrite’™ such sufferers’ perspectives or deny them 
legitimacy as implied by Foucault’s formulation. Rather, the Essay succeeds as a somatic 
roman of profound human dysmobility, told through the bodies and accounts of particular 
people. In depicting something of the fabric of everyday life and the activities and adaptations 
of sufferers, Parkinson has his cases of the Shaking Palsy write their experience into his 
account, which conferred on the concept of this particular disease a distinctive narrative 
pattern that has endured. 
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DIGITAL NARRATIVES 


Four ‘hits’ in the history of migraine 


Katherine Foxhall 


I blog. I tweet. I email. I log in, search, sort, browse, download, type, copy, paste, hyperlink, 
delete, type again. Strange to say, then, that until recently, I had not considered myself to be a 
‘digital historian’. A social, cultural, and medical historian certainly, but not digital. As I 
began to contemplate how I might begin to shape my research project on the history of migraine 
into a book I realised that the sources that I had found, read and worked with online had 
changed the scope of the project, my understanding of the people in the past about whom I 
wrote, and the possibilities for the shape of the historical narrative that would result. Of 
course, all projects develop in ways that cannot be envisaged at the start, but the availability of 
digitised material has sent a project that I had initially conceived as modern in scope, creeping 
ever further back through the centuries. A stream of highly fragmented, but extremely rich 
sources, has recently become navigable through online catalogues, digitisation projects and 
Google searches. Alongside the archival research in medical collections that is at the heart of 
the project, images of glittering medieval and early-modern manuscripts — now freely 
available in high resolution — have repeatedly demanded my attention. 


Since the millennium there has been an explosion of digitised information and material. 
Apart from scholarship in journals and books, these include catalogues and finding aids, digital 
reproductions of original documents and the ‘born-digital’ material that awaits historians of the 
future.! It is now possible to search thousands of items, and millions of pages, with a few 
keyboard-strokes and mouse-clicks. Keyword full-text searches instantly sift an otherwise 
unmanageable mass of information. Historians of medicine have benefited from some of the 
most generously funded and institutionally supported programmes of digitisation. The National 
Library of Medicine in the USA and the Wellcome Library in the UK provide single hubs for 
accessing a wealth of digital medical history resources. The entire back catalogues of The 
Lancet and BMJ are online. Amadeo.com promotes free access to a wide range of medical 
journals. High-profile medical libraries and archives contribute material to the online Medical 
Heritage Library. Hosted by the Internet Archive, by August 2015 the MHL collections 
numbered nearly 100,000 items. In July 2014, the Wellcome Library announced its intention to 
digitise 15 million pages in partnership with academic and medical college libraries, with 
funding from the Higher Education and Funding Council for England and JISC.* From huge 
international collaborations to more modest projects showcasing material in individual 


archives, digitisation projects have opened up an unprecedented diversity of sources that 
would have been beyond the scope of previous research projects. Domestic recipe books, case 
notes, private letters, image collections, film and sound archives, newspapers, provincial 
medical journals, pharmaceutical advertising, institutional records, even court proceedings can 
now be researched quickly and productively. 


The creation of online resources — particularly when they relate to named individuals — 
raises important ethical issues around privacy and use.? Paradoxically, it seems that 
digitisation will hold the greatest challenges for historians of twentieth-century medicine. The 
UK-based Historic Hospitals Admission Records Project (HHARP) has indexed 120,000 
admission records to four children’s hospitals, including 8,000 pages of digitised case notes 
linked to 1,339 admissions. The registers detail information about name, age, address, dates of 
admission and discharge, disease and outcome.4 The creators of HHARP worked with 
archivists, NHS Trust Medical Officers, University Ethics committees and a steering 
committee of historians in order to ensure the appropriate safeguarding of individual 
confidentiality; the database only releases records to the public once they are 100 years old.2 
In the USA, the complex requirements of the Privacy Rule within the Health Insurance 
Portability and Accountability Act (1996) have very real implications for historians wishing to 
access archives, whether in digital or hard-copy formats. 


The move to an online world of research, and the increasingly electronic and virtual nature 
of our archives, reading material and outputs is one of the greatest methodological (and 
psychological) challenges the modern professional historical discipline has faced. Indeed, 
medical historians interested in public health have begun to consider the daunting practical 
issues of researching web material as primary documentation.® 


Historians have begun to take seriously the implications of an inevitable drive towards 
digitisation for their research, but in doing so have tended to focus on two problems: how to 
deal with an over-abundance of sources when we are used to archival scarcity being the norm; 
and the technical difficulties of preserving documents in a format that will not degrade or 
become obsolete as technologies change.? In much of this writing, there appears to be an 
implicit assumption that once we have come to terms with the changing availability and format 
of our sources, we will go back to the usual business of writing historical narratives. Yet, as 
Ludmilla Jordanova has argued, ‘digital culture changes behaviour, expectations, patterns of 
work and mindsets’.® Doing digital history is also about changing the format of our outputs; 
good examples include the ‘Casebooks’ and ‘Early Modern Practitioners’ projects, run from 
Cambridge and Exeter Universities respectively.2 


In a provocative article in Cultural and Social History (2013), Tim Hitchcock argued that 
‘by persevering with a series of outdated formats, and resolutely ignoring the proximate nature 
of the electronic representations we actually consult’ historians have ‘subtly downplayed’ the 
impact of new technology in their work.12 Toni Weller has implied that our reluctance to 
engage with the ‘conceptual impact of the digital age’ is affecting the very foundation of our 
scholarship: that of rigour. 


The issues are complex and extensive, but as medical historians it is imperative that we 
openly discuss digital challenges to our scholarship. In this chapter, I want to use digital 
history as a way to contribute to one particular debate that has long exercised medical 
historians: how to write about ‘patients’. From the beginning of my migraine project I had 
envisaged writing a history of migraine ‘from below’ — a history that was about people with 
migraine, rather than just a chronology of changing scientific and medical conceptions of the 
disease and its physiological basis. In different times and places, I have been asking, who 
speaks about migraine, and how do different kinds of knowledge layer, accumulate, or 
disappear over time? Under what circumstances are illnesses such as migraine taken 
seriously? 


In 1985, Roy Porter called for historians to take account of sufferers in their histories of 
medicine and healing, of how ‘ordinary people in the past have actually regarded health and 
sickness, and managed their encounters with medical men’. Cast the net more widely than case 
histories and hospital records, he urged, to take note of sources such as folklore, superstitions, 
remedies, advice books and magazines, and interrogate the testimony of doctors themselves.14 
While many historians did turn to patients and their (often elite) bodies, recent reflections on 
this scholarship have suggested that much work remains to be done. Flurin Condrau argues that 
‘issues of how to write the patient’s history, how to deal with subjectivity, experience and 
perhaps even choice is still very much uncharted territory’ 1° According to Jacyna and Casper, 
when historians of medicine have taken heed, they have ‘too readily employed an essentialist 
and ahistorical conception of the “patient” in their historical analysis .. . historians failed in 
particular to consider the impact of illness upon the patient’s economic, familial, legal and 
civic status’.4 Digital sources challenge us to revisit these questions; their diversity often 
makes the categories of ‘patient’ and ‘doctor’ appear of little relevance. The boundaries of 
what can be considered ‘illness narratives’ (and where we find them) also expand. 


In what follows, I use four online ‘hits’ from the history of migraine to reflect on how 
digitised methods affect our research, and to argue that digital sources have an important role 
to play in de-centring ‘standard’ medical historical narratives. My first ‘hit’ is from the late 
sixteenth century. An archival ‘fragment’ — a letter — raises the question: what are we searching 
for when we look for diseases in the past? And, how do decisions about terminology made by 
others affect what we are able to discover? The second ‘hit’, Jane Jackson’s seventeenth- 
century recipe book, explores the possibilities opened up by digital abundance. Hit #3 suggests 
that the ease with which we can now search ‘peripheral’ sources can make us rethink standard 
nineteenth-century medical material such as The Lancet. Finally, I consider online comments 
attached to a YouTube video, and the significance of ‘born-digital’ sources for historians of the 
future. 


Together, I hope that these four examples begin to demonstrate some of the challenges and 
opportunities that digital historical methodologies pose. Roy Rosenzweig, who has perhaps 
done most to explore the digital challenge, comments that ‘the historical narratives that future 
historians write may not actually look much different from those that are crafted today, but the 
methodologies they use may need to change radically’.42 Apart from the possibilities of 


presenting work in new forms, I think that doing history digitally changes both the way that we 
do research and the ‘feel’ of our narratives. Even for historians who choose to present their 
work in the traditional format of the journal article or printed monograph, the fragmentary and 
eclectic nature of digital sources challenges us to think more creatively about the historical 
narratives that we can piece together. One result may be that the advent of the digital may 
dissolve our historically contingent understanding of ‘patients’ as we know them. 


Hit #1: Monday morning. Francis Thomson’s pigeon house, 
c.1590. 


I am much troubled so by the mygrame & sciatica in my hypp & I purposed this somer to goe to Buxton for it but now I 
know not what to doe for feare of Mr Toplyff.28 


It is not clear exactly where and when Francis Thomson hid in his pigeon house, but it was a 
Monday morning, in England, probably some time in the mid-1590s. As he cowered, Thomson 
composed a letter to Sir Michael Hickes, the secretary to Lord Burghley, Queen Elizabeth I’s 
Lord Treasurer, to ask for his protection against ‘Mr Toplyff’ who ‘intendeth shortly to bringe 
me in truble’. He meant Richard Topcliffe, the notorious persecutor of Catholics in Elizabethan 
England. At the end of the letter Thomson raised the problem of his health; he had planned to 
go to Buxton for his sciatica and ‘mygrame’, but now he did not know what to do. 


Thomson’s letter, a single page written in the elaborate secretary hand common to the formal 
writings of the Tudor period, is bound within a thick volume of petitions and obsequious 
pleadings held by the British Library. There is litthke reason a medical historian researching a 
cultural history of illness would call this volume up from the vaults but in fact Thomson’s letter 
suggests much: he suffered from at least one long-term, chronic condition; he anticipated that 
his infirmities would continue and this had shaped his summer travel plans for the year ahead. 
Thomson’s reference to Buxton provides another lead: Buxton was the site of St Anne’s well, 
its warm spring waters reputed to cure a whole range of disorders. We know very little about 
Thomson himself — where he lived, who he was, or what he understood by the word 
‘mygrame’. Yet here, in the midst of political, religious and social upheaval, we have a late- 
sixteenth-century man writing to the highest authority in the land. His writing indicates the level 
of discomfort that he was experiencing, and his expectation that he would be taken seriously. 


Once found, Thomson’s case is illuminating, but the process of revealing this letter is by no 
means straightforward. Searching for ‘mygrame’ (the word Thomson used in his letter) returns 
nothing at all in the British Library’s online manuscript catalogue1® ‘Migraine’ reveals a 
playscript for ‘Pharmaceutical migraines’ by Matthew Westwood (1992), and a fifteenth- 
century copy (in Latin) of a three-page treatise by Jean Spierinck, but again, no reference to 
Thomson. Instead, the letter only appears after a search for ‘megrim’; it is the only hit. So the 
BL online catalogue does make Francis Thomson’s existence visible, but only to someone who 
happens to be thinking about migraine in a particular way, that is as ‘megrim’. Google reveals 
that we are thinking like the nineteenth-century cataloguer of the BL’s Landsdowne manuscripts 


collection, for whom ‘megrim’ was the accepted contemporary term for migraine, and from 
whose list (dated 1819) the exact text for the online catalogue is still taken in the twenty-first 
century.22 


It is also worth noting that whichever migraine-word we choose to search, the BL online 
catalogue returns nothing about the contents of the Sir Hans Sloane collection of over 4,000 
manuscripts, at least half of which is strictly medical and includes thousands of letters from 
Sloane’s patients.22 The collection is considered one of the richest sources for early-modern 
medical history by those who know about it, but it remains virtually invisible online to 
historians of disease because it is indexed by author, rather than the complaint for which they 
consulted Sloane. This situation is changing; when the online Sloane Letters Project is 
completed it will provide full-text access to transcriptions of 38 folio volumes of individual 
letters. The database will allow users to search by ailment (a list is included on the website), 
or by themes including ‘aging’, ‘childhood’ or ‘illness narratives’. The database also enables a 
searcher to find all references to individual patients, which is, as the project’s creator Lisa 
Smith suggests on the accompanying blog, where things ‘start to get really interesting’ a 

Finding Thomson in the BL catalogue raises an important methodological issue. Searching 
for key terms in online library and archive catalogues, or in the documents themselves, 
requires us to consider: when we research a disease or illness in the past, what exactly are we 
looking for? As historians we face a choice when we approach a disease’s past. We can hunt 
for symptoms that correlate to current knowledge of a disorder or disease. In the case of 
migraine an oft-quoted example is a Sumerian epic poem dating from c.3000 bce: ‘The sick 
eyed says not I am sick eyed. The sick headed (says) not I am sick headed’.** This suggests a 
history of migraine with aura that is five millennia old, even though the diagnosis itself only 
dates from much more recently. Alternatively, we can accept that our own knowledge is 
historically contingent, and take historical evidence on its own terms, by tracing how concepts 
and models of disease change over time. Migraine is an apt example, because our modern 
words have developed directly from Galen’s second-century term hemicrania to describe one- 
sided head pain. Looking for migraine words has become much easier since many digitised 
historical sources allow full-text word searches, but ‘finding key terms is not in itself 
“history”’, as Helen King has observed.” Historians have long debated how to conceptualise 
disease in the past; digitisation complicates the question by embedding these problems of 


terminology in the very metadata of digitised sources.“ 


As the case of Francis Thomson — whose letter is held hostage by the nineteenth-century 
concept of ‘megrim’ — shows, it is not just the words that we choose to search, which render 
visible (or not) historical documents, but the terms that cataloguers choose to define their 
sources. The same may apply in the future to our current cataloguing lexicon. Searching the 
nineteenth-century British Medical Journal (BMJ) for migraine words, for example, reveals a 
strange result — while the terms ‘megrim’, “hemicrania’, and ‘sick-headache’ return only the 
results containing those exact words in full-text, the majority of the 937 results for ‘migraine’ 
do not in fact contain that word anywhere in the full-text of the pieces, but have been 
retrospectively ‘tagged’ with the BMJ specialty topic ‘Headache (including migraine)’. Using 


PubMed to search the same BMJ material for ‘migraine’ between the same dates returns 145 
results — that is, only those items in which migraine appears in full-text, rather than as a 
retrospectively applied metadata tag. But PubMed has still searched for much more than 
‘migraine’: historical research articles indexed by PubMed automatically receive a MeSH list 
created by PubMed’s (human) indexers. The complete Boolean search string is: “migraine 
disorders”[MeSH Terms] OR (“migraine”’[All Fields] AND “disorders”[All Fields]) OR 
“migraine disorders”[ All Fields] OR “migraine”[All Fields]. The phrase ‘migraine disorders’ 
is a Medical Subject Heading (MeSH term) drawn from the International Classification of 
Headache Disorders, 2nd edition (2004). A number of entry terms (that is, alternative terms 
likely to be used by authors) lead back to the main topic, but while this list for migraine 
includes hemicrania and sick headache, this time it does not include megrim. 


The creators of the Carmichael Letters website ‘Patient Voices in Early Nineteenth Century 
Virginia’ have concluded that it is possible for historians to use MeSH terms creatively and in 
an interpretative rather than diagnostic capacity when constructing search data for online 
resources.2° It is clear, however, that MeSH terms are not created to take account of medical 
history or historians. For instance, the terms ‘slavery’, ‘slaves’ and ‘prisoners of war’ only 
appeared in 2014.~ Each year terms are added, updated, and deleted as they become ‘old’. 
These lists of additions and exclusions are extremely difficult to find, because each year’s 
‘new descriptors’ simply override the last on the webpage, with archived lists being relegated 
to the archive of NLM Technical Bulletins. Understanding and navigating archival taxonomies 
is one of the historian’s professional skills, but as Tim Hitchcock notes ‘whereas the 
technologies of the hard-copy library and archive are intelligible to most humanist 
scholars .. . we are not similarly forearmed for working with digital sources’.*8 As a tool for 
thinking about, organising, and crucially rendering visible medical data, we have yet to fully 
understand the historical significance of MeSH’s control over the changing medical vocabulary 
historians have available, not just to think about the present, but about the past as well. 


Hit #2: Jane Jackson’s recipe book, 1642 


Take housleeke and garden wormes more of the housleek then of worms and stamp them together putt therto fine flower 
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make it plasterwise spread it on a fine cloth and lay to the forehead temples and a 
Searching for ‘migraine’ in the ‘any text’ box of the Wellcome Library’s online Archives and 
Manuscripts Catalogue yields 85 results, dating from the seventeenth to mid-twentieth 
centuries. Among developmental rejects from Wellcome’s marketing archives, minutes of 
Advisory Board meetings, case histories and charity newsletters, the name of Jane Jackson 
stands out, with seven separate entries to her name.*2 Each ‘hit’ leads to one of six single 
remedy recipes in Jackson’s ‘receipt’ collection, A Very Shorte and Compendious Methode of 
Phisicke and Chirurgery (1642). Anyone can access high-resolution full-colour images of 
Jane Jackson’s collection instantly on the Wellcome Library website. The book is badly 
damaged by water, but still a beautiful object, its pages decorated with neatly ruled borders. A 


repeating calligraphy motif of a hand points to each new recipe, separated from its predecessor 
by a carefully centred title. Each of the six recipes within Jackson’s collection has a different 
spelling (migrin, migrine, migrime, mygrime, mygrim, meegreeme), but these become findable 
with the addition of the standardised (MeSH) subject heading ‘migraine’ added to the 
catalogue record. 


The Wellcome Library holds 270 volumes of manuscript recipe books dating from the 
sixteenth to the nineteenth century. Many of these volumes can be searched, viewed and 
downloaded from the Wellcome Library’s online catalogue.24 Social and cultural historians of 
medicine have become increasingly interested in these items: early studies focused on the 
economics of household medicine and gendered medical practice, while more recent historians 
have interrogated particular disorders and states of health.22 Digitisation has facilitated this 
shift in focus by making the remedy titles (and thus the names of conditions or diseases) an 


organising principle, rather than the authors or owners. 22 


The number of remedies for migraine in Jane Jackson’s collection is unusual and it is 
tempting to wonder whether she used these remedies herself. Perhaps, but Jackson was 
certainly not alone in compiling migraine remedies. Searching published works in Early 
English Books Online (EEBO), as well as digitised and archival manuscript remedy 
collections dating from the late sixteenth to the mid-seventeenth century, reveals nearly 60 
separate herbs and plants used as ingredients for migraine as well as over 20 different oil, 
resin and liquid bases including wine, ale, olive oil, frankincense and turpentine.4 Recipes for 
plasters often contained egg white, honey and bread to help bind the elements together into a 
paste that would stick to a linen or leather patch to be placed on the head. Many treatments also 
utilised spices or strongly flavoured and aromatic ingredients such as nutmeg, cumin, 
cinnamon, ginger and mustard. 


The ease with which we can find migraine remedies in early-modern everyday practice 
raises a number of questions. Was Jane Jackson’s knowledge idiosyncratic, or common? 
Where did her recipes come from? Is it possible to correlate bodies of knowledge in 
manuscript collections with contemporary printed works, also now available in digital form 
via EEBO? With some persistence, searching EEBO for the key ingredients worms/wormes 
and housleek/houseleek certainly does allow us to locate Jackson’s recipe in contemporary 
printed books. A recipe using garden worms and houseleek for migraine had been published in 
the anonymously authored A Closet for Ladies and Gentlewomen in 1608, 34 years before 
appearing in Jane Jackson’s collection: ‘Take Housleeke, and Garden wormes, the greater part 
being Housleeke, stampe them together and thereto fine flower, and make a playster in a fine 
cloth and lay it the forehead and temples’.*? In 1655, ‘Philiatros’ reproduced the Closet recipe 
in Natura Exenterata, recycling the recipe for a new generation of medical readers.*° The 
attraction of this recipe is understandable — it is short, simple, and the ingredients easily 
obtainable. Houseleek — like primrose, red rose, yarrow and blessed thistle — was considered 
a ‘cold’ herb, used to counteract a ‘hot’ disorder. Thomas Collins’ recipe for a ‘burning 
headach’ (1658) used housleek mixed with woman’s milk and a little rose-water.2’ Jackson 
included two versions of the houseleek and earthworm recipe in her own manuscript 


collection, as well as a third worm-based recipe that simply mixed worms with bread. Other 
manuscript collections contain similar instructions. Mrs Corlyon’s collection (1606) used 
‘powder of the longe wormes of the earthe’ in a recipe for Megreeme, and ointment of 
earthworms for strengthening or relieving an aching back. The College of Physicians of 
London’s Pharmacopeia, published in Latin in 1617 and 1618, and later translated into 
English by Nicholas Culpeper, prescribed water of earthworms for complaints including 


consumption, jaundice, hectic fevers and diseases of the head and brain.“2 


It is notoriously difficult to assess how and to what extent ordinary people read books, let 
alone to determine how publications translated into common practice.2? Nevertheless, the 
digitisation of such huge bodies of material makes it possible to reconstruct the traffic of a 
number of early-modern recipes in a way that simply would not have been feasible until 
recently. In one case, we can trace variations of a recipe using pellitory of Spain through 
manuscript and print across four centuries. In so doing we can construct a very different kind of 
migraine history than the sense of isolation that characterises Francis Thomson’s pigeon-house 
letter. The compilers of seventeenth-century migraine remedies — mainly women — appear as 
participants in a rich body of shared vernacular knowledge that spanned decades, if not 
centuries. While Thomson contemplated a journey to Buxton fraught with danger, recipe books 
suggest that for many early-modern migraineurs, remedies, or at least the holders of remedy 
knowledge, were available almost on the doorstep. 


Hit #3: Patrick Murphy’s lectures, 1854 


The sick headache, to which females are such martyrs when menstruation is ceasing, comes under this denomination of 
headache. It comes on at their usual period, but the menses either cease flowing, or escape very scantily; it is very 


distressing, and attended with an inclination to vomit, hence the expressive term sick headache.22 


It takes most of a day to manually flick through the nineteenth-century indexes to the half-yearly 
volumes of The Lancet which are stacked, dusty from recent building work, on the Wellcome 
Library’s open shelves.*! I remember too late that researchers should not wear white when 
spending the day handling 150-year-old leather-bound volumes, and take note of entries for the 
words head, headache, hemicrania, megrim, migraine, and sick-headache. The resulting list is 
somewhat slim — out of 42 references, the majority (28) are instances of headache that hold 
potential relevance but on further inspection yield little. There are four mentions of hemicrania, 
one of megrim, nine of migraine, and one of ‘migrainous headache’. The first mention of 
‘migraine’ comes in 1833, with the publication of the French physician M. Andral’s lectures on 
‘Perversions of Sensibility’ in which he discussed hemicrania and migraine. In 1849 and 1850 
there are a few correspondences about treating hemicrania with chloroform and caffeine. In 
1854, a flurry of references lead to Patrick J. Murphy’s five lectures on ‘Headache and Its 
Varieties’. Does The Lancet online yield more? I can search the journal on Sciencedirect.com, 
but I cannot access the content; even as a lecturer in a research-intensive British university I 
come up against the publishing giant Elsevier’s paywall, since 2012 the subject of calls for an 
academic boycott. A couple of text messages later and I log in with an online account from a 


different university. I search again. Between 1823 and 1890, a full-text search of The Lancet 
returns 72 results for megrim, 165 for migraine, 87 for hemicrania and 75 for ‘sick-headache’ 
— many more results than from the hard-copy indexes. Within these results the name of Patrick 
Murphy comes up again and again. Because his lectures contained multiple migraine-words 
(megrim, hemicrania, sick-headache), digital retrieval imbues his lectures with the appearance 
of a near-ubiquitous presence in different searches.” 


Yet, Murphy is hardly a key figure. Until now, historians of migraine have commented 
briefly on the nosological technicalities of his classification, but little more.4? Murphy’s 
lectures were about classifying headache into five types, but he was concerned primarily with 
the headaches of ‘young ladies’. He wrote that anaemic headache, commonly known as 
‘cephelea, vertigo, megrim or giddiness’, often affected ‘mothers in the lower classes of life’ 
whose minds and bodies had been weakened by daily toil, disturbed sleep from the cries of 
their infants, and insufficient nourishment while their bodies were ‘hourly drained by 
lactation’. Megrim was a separate category of headache, the result of indigestion, but again a 
disease to which young women were ‘such martyrs’. Murphy’s third type (synonymous with the 
hemicrania of ‘old authors’) was ‘neuralgic’ headache. This was ‘peculiar to females’, 
occurring during the period of puberty until the end of their periods, and ‘undoubtedly 
hysterical’ in its origin.” 


Also revealed by digital searching is the extent to which Murphy’s contemporaries often 
made casual asides and peripheral comments about sick-headache, megrim or hemicrania. In a 
piece on menstruation in the 1851 Provincial Medical and Surgical Journal, for instance, E. J. 
Tilt associated sick-headache with women’s menstrual lives, identifying headaches, sick- 
headaches and hysteria as a result of the ‘critical time’ when menstruation ended.“ In a report 
on etherization in medical practice (1847), Dr Ballard discussed the case of the charwoman 
Ellen L ‘of highly nervous temperament . . . sometimes very badly off in her circumstances’, 
who sought his expertise for hemicrania. F. G. Broxholme reported treating a case of 
‘quotidian hemicrania’ with chloroform: the subject was ‘Miss L—, aged thirteen years, of 
delicate constitution and appearance’. In a treatise on constipation, John Burne asserted that 
‘the popular term “sick-headach”, is associated with a train of symptoms of every-day 
occurrence; and though not altogether confined to females, it is they who particularly suffer 
from this affection’. Buried in peripheral material, these references show how assumptions 
about gender were embedded in English-language medical knowledge about migraine. In many 
cases these comments seem little advanced from William Buchan’s eighteenth-century 
explanation of a disorder which was often seen among nurses ‘who give suck too long, or who 
did not take a sufficient quantity of solid food’. 


One of the key challenges in writing the social and cultural history of migraine is to 
understand how, when, and why migraine came to be associated primarily with women.” 
Perhaps more important still is to understand how these modes of thinking affected the lives of 
ordinary people. In 1880, the laundress Ann Noakes was tried at the Old Bailey for the wilful 
murder of her youngest son, William. Amy Risbridger, who had worked with Noakes for four 


months, described how the defendant ‘complain[ed] of her head very much at times — she had 


got a sick-headache — at those times she used to say that her trouble was too much for her to 
bear’. Another witness, 14-year-old Emma Dibstall, gave a similar testimony: Noakes ‘said 
her head was so bad she could not bear her trouble, she used to seem very excited — she was a 
very hard-working woman, standing at the tub till late at night’. Called to give his professional 
opinion, John Walters M.D. diagnosed Noakes’ illness as ‘disease of the womb’, an enlarged 
uterus that had failed to return to size following childbirth. He had impressed upon her the 
necessity of rest, he said, but Noakes had been ‘very weak, in a low state of health, caused by 
the disease from which she suffered. She complained of great headache and restlessness at 
night; she was very pale and bloodless’. Walters concluded that Noakes’ act in killing her child 
was one of homicidal mania, and that ‘she would not know she was doing a guilty act’. Noakes 
was found not guilty, on the grounds of insanity.22 


Sick-headache appears only a few times in the Old Bailey records. The value of these cases 
lies not in their numbers, but in the way that accounts of lived experience and vernacular 
understandings of illness reflect back on medical knowledge. In his study of disability, David 
Turner has made extensive use of Old Bailey records and observes that the stories told in court 
highlight ‘the calamitous effects of disability, especially to those who became incapable of 
following their usual occupation’.2! Ann Noakes’ case suggests profound differences in lay and 
medical perceptions of illness. The witnesses — friends, families and fellow workers — 
portrayed a hard-working young woman, dealing on a daily basis with the chronic problems of 
severe headaches, fainting fits and mental depression. Dr Walters did note the sick headaches, 
but only as a symptom of a deeper disorder of her reproductive system and mental health. 


It would be easy, particularly given the abundance of nineteenth-century medical material 
online, to consider only professional narratives of disease and illness. Cases such as Ann 
Noakes challenge us to interpret afresh standard ‘medical’ sources such as case notes. If digital 
sources allow us to more easily place Murphy’s lectures in the context of nineteenth-century 
thought about women and illness, Ann Noakes pushes us further still as a powerful example of 
how a highly gendered way of thinking had practical repercussions as medical men passed 
judgement on the lives of other people. 


Illnesses appear in the historical record when, for some reason, they are taken seriously or 
gain legitimacy and meaning. Taking migraine seriously, even when it appears in the strangest 
of places, demands that we consider very carefully what legitimacy the disorder gained at that 
particular moment. When we juxtapose the evidence from a learned journal with the record of 
a criminal trial at the Old Bailey the boundaries of our history expand beyond the obvious 
realm of the ‘patient’. Glimpsing the profound effect that migraines had on the lives of working 
people and the way that they experienced and talked about illness invites us to consider afresh 
what counts as knowledge and evidence and whose stories matter. 


Hit #4: jandrich’s YouTube migraine aura video (or, migraine 
2.0), 2011 


Pretty good — I’m having one right now and the description is bang on. . . Nice to know I’m not about to keel over:)=2 


On 17 July 2011, the YouTube user jandrich uploaded a video depicting an animation of a 
migraine aura after a colleague rushed to the doctor in ‘a (literally) blind panic’ when 
experiencing a migraine aura for the first time. jandrich described the video as a ‘first attempt 
to try to visualise the effect many people experience when having a visual migraine’, and 
remembered his own ‘total panic’ the first time that he experienced a visual disturbance. Soon 
after the posting, one viewer complained that the video had triggered a migraine. jandrich 
acted quickly to warn potential viewers about the video’s content, specifically the black and 
white flashing images: ‘If you are susceptible to such effects triggering unpleasant 
consequences such as a migraine or epilepsy, please DO NOT WATCH IT’. jandrich was 
highly apologetic for the effect of his animation: ‘The last thing I wanted to do was cause 
distress’. He had simply wanted to reassure those experiencing one of the visual disturbances 
that they were normal. jandrich had been ‘amazed at the response to the video... I was going 
to try and make a better version at some point . . . I apologise if I caused you any pain’. By 
August 2015, ‘Visual Migraine Animation’ had gained over 214,000 views and 450 
comments.?3 


More than a billion users, watching almost 6 billion hours of video, access the YouTube 
website each month.4 While best known for music videos, advertisements and amateur 
footage, YouTube is also fast becoming a place where people living with chronic illness go for 
information, advice and support from the online community. We can understand YouTube as a 
major player in the rapidly emerging phenomenon known as ‘Health 2.0’. This term first 
emerged in the first decade of the twenty-first century to describe a proliferation of online 
medical resources including blogs, podcasts, Wikis and discussion forums by patients, 
clinicians and scientists. One of the key features of ‘Health 2.0’ is the potential for web users 
to create online content.22 For people with chronic conditions in particular, the web offers a 
way of sharing experiences, providing and receiving support, visualising disease, building 
relationships, accessing services and enabling collective advocacy. Twitter users with chronic 
conditions often use #spoonie to connect, sharing coping strategies, humour, frustration and 
insight. 

While very little is known about how Internet use might affect mental and physical health, 
and there are real concerns about trust and accuracy of information, it is clear that the Internet 
has profoundly changed the way that we understand and even experience illness. Searching 
YouTube for ‘migraine’ returns videos explaining physiological mechanisms, discussions of 
symptoms and triggers, demonstrations of treatment techniques, guides for managing illness, 
and advertisements for remedies. Animations represent first-hand the experience of migraine 
aura, and the most popular of these have gathered over 100,000 views or around 60,000 ‘hits’ 
per year. 


jandrich’s video has a fixed background image of a road as seen through a car windscreen. 
A point of light develops into a digital representation of an aura with pulses, flashes of light, 
and an expanding brightly coloured zigzag. Text instructs the viewer ‘to get the effect . . . look 


at centre of road . . . not flickering image’. Even for someone who has never experienced a 
migraine aura the effect is uncomfortable to watch. Many viewers react to the video with 
gratitude because the animation provides a way to explain to friends and family what it is they 
see.-° AntiMonopoly commented: ‘That is what I’m dealing with at this very moment. Thank 
you for the effort you put in to make this, so I can explain what it’s like to my friends.’ 
RockinsaneInthebrain also expressed his thanks: ‘I’ve show [sic] it to my friends and family so 
they can understand more what I am talking about when I experience these migraines!’ The 
largest group of comments describe posters’ own experiences. Many congratulate jandrich on 
the accuracy of his depiction. Christopher Reddick’s comment encapsulates a number of 
common responses in the comments thread: 


didn’t realize it was migraine related. (scared me a bit) Nausea though, and yes I get gnarley headaches sometimes but 
not with the visual aura . . . weird. Thanks for helping give it a name. Peace out. 


As in Reddick’s comment, posters often express astonishment at finding their own deeply 
subjective experience depicted online; gratitude for providing knowledge; candid discussions 
of pain; and glimpses into lives lived with illness. One comment reveals the liberating 
diagnostic power of the Internet: 


omg — am i glad i FINALLY believe i found out what i’ve had on and off all of these years . . . the 1st time i got the same 
thing you are describing to a tee, i was in my 20’s and i KNEW it wasn’t my eyes but the dr. told me to see an eye doc — 
i didn’t do it and for MANY years i thought they were called hysterical blindness (which i read about in the library — no 
Internet then). 


It is also striking how many of the comments have apparently been written during an attack. 
John Bertrand Russell writes: ‘having an ocular migraine right now .. . first in almost a year. 
No pain, just cheap fireworks.’ Kirsten 1977 explained what she was seeing: ‘As I type, the 
migraine aura is like a back to front capital ‘c’ at the top right hand corner of my computer 
screen. Looking at the keyboard trying to type this comment has been interesting to say the 
least. Took me ages!’ Wazmo100 writes ‘This is great ! ve got one go’in right now. Annoying 
is’nt it.’ 


Emotions of fear and panic often feature. Noellenoelle90 explained ‘I just suffered through 
one of these for the first time EVER not even 10 min ago. And at first I thought I was going 
blind so I Googled “jagged semi circle in eye sight” and this video popped up thank you so 
much for a second I really thought I was going blind!’ 727lisa described driving: 


seeing multiple images such as repetitive road signs, lights from other cars coming at me while I was dizzy and not 
knowing if they were in my lane or not, and rays of colors shooting towards me all at the same time. Yes, I pulled over 
ASAP ona long, dark country road, scared to death and crying. 


Posters also respond directly to each other. Some express concern or sympathy for others’ 
pain, or make and respond to suggestions about possible triggers. Another theme through the 
comments is the reassurance that migraine auras, although frightening, are not serious; those 
who describe more serious symptoms such as vomiting blood are urged to seek medical 
advice. jandrich and other posters also police the boundaries of acceptable comment, 


responding to critical or derogatory posts. ValidEmailAddress responded angrily to one 
poster: ‘Get a clue next time before you make an ass out of yourself. And it’s NOT dumb shit. 
It’s real, it happens, and its scary as fuck if you don’t know what it is.’ 


At one point, a poster asks about gender. ‘Question, I heard women suffer from migraines a 
lot more than men. Is it rare for a man to experience this?’ jandrich responds ‘I only know of 
other men that have this type of migraine personally. I can’t tell by most people’s tags what sex 
they are (I’m male by the way). Perhaps it would be helpful if comments could include this 
information so we can get an idea? I would guess it’s 50/50 but I really have no idea.’ Later, 
d.s. responded ‘No, it isn’t rare for a male to experience this. You know, this occurred to me 
after I had been spending a lot of time on the computer, and had been sleeping till real late in 
the am.’ 


Ambiguous usernames and photos make any accurate statistical analysis of gender almost 
impossible, but of the comments identifiable by gender, more than half have been made by men. 
By contrast, only around one in nine of the contributions to the Migraine Trust’s Travelling 
Diary project come from men.22 YouTube is not the only place on the Internet to discuss 
migraine, but it is providing a forum for men in particular to share their migraine experiences. 
This is significant because migraine is so strongly associated with women in modern culture 
(around three-quarters of people who have migraine are women). The comments of these men 
suggest that many of them have felt scared and isolated by their experiences and are deeply 
grateful and relieved to have found out that they are not, in fact, alone, or even unusual. 


Conclusion 


Digitisation, and digitally enabled research, lifts the curtain on a whole new cast of characters 
and perspectives for our medical histories. Through the archival fragment of Thomson’s letter 
we enter a world in which politics and religion were deeply intertwined with health. Jane 
Jackson’s letter seems far less isolated, both in the sense that she clearly participated in a 
seventeenth-century culture of knowledge exchange, but also because of the way in which 
recipe collections such as hers can be accessed as a body of work, along with contemporary 
printed material. Patrick Murphy’s nineteenth-century lectures in the The Lancet are more 
standard sources for medical history, but ‘peripheral’ documents, such as those in the Old 
Bailey, challenge us to re-frame his lectures and foreground assumptions about gender, rather 
than discussions of nosology. Finally, responses to jandrich’s YouTube video unveil a new 
community of exchange, support and censure as the boundaries of illness talk shift online. 


I have not attempted to construct a conventional chronological narrative here —Nancy Rose 
Hunt’s conception of historical practice in the digital era as ‘suturing’ is a suggestive 
alternative way to think of the narratives that medical historians might write — but it is clear 
that in none of these four cases can we talk about ‘patients’ and ‘doctors’ in any standard sense 
of consultations, case notes or treatments.’ A history of highly gendered assumptions about the 
kind of people who suffer from migraine shapes our modern understanding of this disorder. We 


need to take seriously men’s experiences of illness by putting them back into the history but we 
also need to create a historical space in which to take seriously women’s creation of medical 
knowledge. More broadly, if we are to write ‘patients’ into histories of illness and disease, we 
first need to understand the circumstances in which patienthood is possible, desirable or 
necessary. The long history of migraine, and particularly the way that digital sources have 
helped shape my project, shows how the very idea of the patient is historically contingent. It is, 
perhaps, far more interesting to ask ‘who speaks’, for whom, and how, about diseases in the 
past? 


Digitisation offers up possibilities but also challenges. We must remember that the vast 
majority of material is not digitised. The ways in which sources become available to us shape 
the narratives that we write. Although the web is global, it is by no means universal: the story 
that I have written here is based on English-language sources from the UK and USA, reflecting 
how traditional biases in academic research are reinforced by digitisation policies. As Tim 
Hitchcock has observed, ‘the very process of digitization is effectively reproducing a kind of 
Western cultural hegemony that would not be acceptable if it was a product of self-conscious 
policy’.22 These circumstances determine whether words about illness gain authority, how 
different kinds of knowledge contradict, support, or efface others, and which kinds of 
knowledge can be rendered invisible. 


For historians of the future, user-generated online content may provide an important source 
of evidence for understanding experiences and discourses of illness in the twenty-first century, 
but we have no idea how this material will be preserved, if at all, in the future. Online content 
is continually in flux, and this also goes for the taxonomies that organise historical sources, 
however stable or durable the source itself may be. At the same time as YouTube creates a new 
space for men to narrate their experiences of migraine, this fact should remind us that the 
Internet is not as democratic a space as it might appear. Scholars in elite universities might 
well be angered by the financial politics of publishing giants such as Elsevier who control 
access to The Lancet, but much more fundamental barriers exist. Socioeconomic status, gender, 
geographical location and disability all play a major part in accessing, consuming and creating 
online resources, preventing many people from accessing the Internet at all. As historians, we 
must continue to find ways of contextualising and historicising the dominant narratives that are 
emerging and will continue to emerge in the digital future. It is as important as ever that we 
continue to ask ‘who speaks’ in and for the history of illness? Who gets taken seriously? 
Whose experiences are silenced, and how can we access these? 
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29 
CASE NOTES AND MADNESS 


Alannah Tomkins 


The compilation and use of case notes as a component of clinical method date largely from the 
second half of the seventeenth century.! Before this period medicine prioritized the judgement 
of learned authority over observations of the present but Francis Bacon’s (1561-1626) 
instructions for the creation of an empirical philosophy of science, which for practitioners 
entailed collecting histories of the diseases they treated, eventually had a practical effect. 
Watching, recording and analysing numerous examples of disease was recognized as a 
valuable means to extract general principles and the practice made a significant contribution to 
the decline of humoral medicine.? An increasing reliance on both private and published case 
notes was characteristic of the early nineteenth century onwards, but from the later nineteenth 
century the focus on the laboratory as the site of medical advancement (and latterly concerns 
about patient confidentiality) have encouraged the excision of case material from outputs other 
than the individual patient record, and the generalization and anonymization of printed 
exemplars. 


The historiography of the case note is much more recent, with debate circling around 
questions of power in the doctor—patient relationship and the historical value of therapeutic 
narratives.* Psychiatric case notes are possibly the most important variant of the genre, given 
the on-going role of patients’ and carers’ discursive accounts in current clinical practice for the 
diagnosis of mental illness and learning disability. This chapter will consider the significance 
of case notes for the course of Western medicine, with a particular focus on the processes of 
production and retention by British writers. It will explore the form and content of case notes 
generated by English asylums for the insane over the nineteenth century, and identify the case 
notes of patients who were also qualified medical practitioners as representing a distinctive 
group among asylum residents. Finally it will examine case notes generated on behalf of 
Charles Beard, a physician from Brighton, to illustrate both the potential yield from the genre 
and its limits. 


Case notes in Western medicine 
The credit for embedding case notes in clinical medical practice has been conferred on 


Thomas Sydenham (c.1624—1689), who demonstrated the practical worth of case notes by the 
clarity of his writing and by reinforcing the theoretical validity of empirical evidence when 


conveyed as a narrative. Empiricism in medicine had often been regarded as mere quackery, 
but Sydenham’s methodology showed the capacity for progress in medical science based on 
attentive observation and responsive therapy. Consequently Sydenham’s example began to shift 
medicine’s entrenched reliance on ancient texts. His subsequent impact across European 
medicine was assured when his practice was endorsed by Herman Boerhaave (1668-1738), 
whose students were instructed in practical, bedside medicine and routine note-taking.2 


The case note, or in its modern published form the case report, is the prose account of an 
individual patient’s disease or injury. It typically begins at the onset of symptoms, or at the time 
of the patient’s presentation to a practitioner, and ends with either the dismissal of the case, the 
patient’s recovery, or their death. Notes represent the conflation of the patient’s own account of 
their case with the practitioner’s reading of the same circumstances, which might involve 
editing details thought extraneous to the medical account and adding observations from 
physical examination. Typically arising from immediate personal contact, case notes could 


also accrue from correspondence.® 


The content of early clinical notation could range from a brief account of symptoms and a 
running catalogue of the drugs prescribed or procedures conducted to a more heterogeneous 
mixture of patients’ personal data, abbreviated jottings of treatment and lengthier, discursive 
prose about the progress of a case. The latter could include tangential commentary on the 
patient’s character or behaviour and on the practitioner’s own actions, feelings and responses 
unrelated to consultation or treatment. Contextual additions might also comprise some 
commentary on the type of disease or wound, including allusions to earlier similar cases, and 
might be supported by references to parallel medical literature. In this way appropriate content 
for notes was determined not by the patient’s story but by the story surrounding the patient that 
the practitioner regarded as pertinent.’ While the content of notes evolved, the process of 
distillation remained substantially unchanged as practitioners sifted and augmented the original 
patient narrative; a clinician-historian has recently characterized the account resulting from 
consultation as the ‘deep, “true” history revealed by the skill of the physician’.® In a more 
equivocal but fundamentally convincing assessment, Hunter considers the case report as ‘best 
understood as a practical response to medicine’s radical uncertainty’ .2 


Case notes have been produced for individual, institutional and disciplinary purposes, but 
the initial generation of notes was motivated by practitioners’ understanding of their medical 
role and responsibility. Individuals began to keep accounts of the ways that their patients 
presented for two reasons. First, they sought to learn from the repetitions and variations 
exhibited by the course of their patients’ ailments, with a view to adjusting their practice and 
enhancing the efficacy of their treatments.42 Second, they aimed to keep track of the debts owed 
by private patients. The early-modern practitioner was essentially an entrepreneur who, like 
any businessman of the period, found it expedient to extend credit to his customers but also 
struggled to keep unpaid debts to a minimum! The professionalizing processes of the late 
eighteenth and nineteenth centuries encouraged the separation of clinical from financial note- 
books, such that by 1900 the two genres had become largely discrete and practitioners had 
started to employ accountants among their support staff, but for most of that period practice 


notes might comprise a curious mix of medicine and accountancy./2 


The proliferation and growth of medical institutions across the eighteenth century eventually 
gave rise to a new genre of case note. The infirmary movement aimed to offer charitable 
medical treatment to the labouring poor who suffered accidents or curable disease, yet 
individual patients’ case notes are very thinly represented in the early survivals of infirmary 
archives. The notes that exist in relation to hospital admission cases rather than private 
practice are coincidentally present in institutional collections as records kept by individual 
men./2 This does not necessarily mean that the limited number of paid medical employees of 
infirmaries did not take any case histories. The apothecary of the Leeds General Infirmary, the 
salaried and resident medical officer of the institution, kept notes of the cases which interested 
him in the early 1780s, but his records were not retained by the hospital 4 


The public sharing of patient case notes for the purpose of advancing knowledge within the 
discipline of medicine emerged first as a medical subset of narratives contained in the 
Philosophical Transactions of the Royal Society of London. These elite scientific 
publications were followed by similar narratives for both lay and specialized readerships, 
with the growth of generalist periodical literature and the emergence of medical scientific 
publications from the mid-eighteenth century onwards.2 Medical journalism was an 
established genre by 1800 and the ensuing century saw it expand dramatically, not least 
because it could function as a record of professional achievement or a de facto advertisement 
of skill.4° 


Case notes that were embedded in seventeenth- and eighteenth-century articles tended to 
focus on single occurrences of disease and gave prominence to the individual author by the use 
of ‘I’, and to the community of discourse by addressing and including readers as ‘we’. In this 
way early published reports were frequently semi-autobiographical.4’ Following the lead of 
Robert Boyle (1627-91) and others, they also stressed the authenticity and authority of the 
writing by their apparently modest aims, density of description, or other conscious rhetorical 
strategies to incorporate the reader as an effectual witness.18 Novelistic literary technique 
came to embellish a variety of scientific or medical notes to elicit another set of responses that 
were affective or empathetic, although subsequently notes in this vein which signposted the 
extraordinary or monstrous have conversely been found voyeuristic.12 By the later part of the 
eighteenth century, cases were being presented in ‘purpose-based, proto-sections’ loosely 
characterized as case narratives, followed by post mortem reports, and concluding with a 
discussion.22 This structure became more formalized with the imposition of devices such as 
subtitles, but from the mid-nineteenth century onwards articles including case information were 
more likely to condense and summarize, to offer multiple examples in composite ‘case 
collections’, or to present abstracted data from a large number of examples. Furthermore 
published cases gradually occluded the involvement of the author and depersonalized the 
subject of the case, so that the individuality of both doctors and patients was suppressed. The 
trend for abstraction intensified in the twentieth century, aided by the rise of editorial boards 
and peer review to ensure standardization of content and quality. Case reviews increasingly 
offered surveys of tens or hundreds of cases, whereby patients were characterized in cohorts 


rather than as individuals. The result was a highly coded set of writings that might be explicitly 
presented to form ‘part of a sequence aiming to build case lore’ that could instruct practitioners 
in the use of probability in diagnosis.” 


Ideas about the function of case notes in relation to medical power take one of two views. 
One identifies a historic change in a balance of medical power sometimes characterized as 
the decline of the patient narrative.*? The rise of physical testing, and the associated insertion 
in case notes of technical language that could not easily be interpreted by their subject, meant 
that notes became dissociated from the patient as a person. Instead the patient became a bundle 
of symptoms or even inanimate tissue in the sub-genre of the autopsy report.24 This distancing 
was undoubtedly a phenomenon that came to influence many practitioners’ experience of 
professional life and their patients’ encounters with medicine in the nineteenth and twentieth 
centuries. Alternatively, and more recently, there has been a modest restatement of case notes 
as comprising rich histories of individuals particularly when arising from patients in mental- 
health settings. Echoing Aleksandr Luria (1902-77), Oliver Sacks has credited nineteenth- 
century notes with ‘an empathetic humanistic richness’ that was only lost in the twentieth 
century.2? In scrutinizing the case notes kept at Bethlem, Akihito Suzuki has concluded that 

‘doctors, in practice, did not possess the power to reconstruct the individual as a “case”’ and 
that it is too simplistic to construe the balance of power in case notes as a tug-of-war.2° 


Furthermore there have always been expert patients of one sort or another.2” Doctors’ notes 
on their own illnesses put the observer and the observed in the same position, and so would 
seem to subvert the idea that case notes inevitably deprive the patient of narrative power. 
Early-modern practitioners were not necessarily coy about foregrounding thoughts about their 
own complaints and could be keen to extrapolate from their experience for the benefit of 
medical ideology, other patients, the body politic, their publishing careers, or a combination of 
the four. John Floyer’s A Treatise of the Asthma drew heavily on his personal suffering of the 
complaint from early childhood onwards, and his treatment became a standard work.2® Roy 
Porter has suggested that George Cheyne’s some-time obesity was instrumental in shaping his 
thoughts on an inverse oe between wealth, luxury, and immorality on one side and 
health and virtue on the other.*? The most startling historic example of a medical man placing 
his own health in the service of the public must be that of John Hunter, who is alleged to have 
infected pe with syphilitic matter in an attempt to distinguish the disease from 
gonorrhea.“2 But Hunter’s published notes on his ‘patient’ betray an early desire for researcher 
wae reflected in some twentieth-century doctors’ construal of their own case in the third 
person.2! This tendency to distance the patient even when the patient is also the practitioner is 
an intriguing narrative prospect, but can still be read in two ways; either the need to objectify 
and assert power over patients is so strong that the prose technique is adopted even when the 
patient is the medically trained author, or the modesty necessary for authenticity which features 
throughout the case note’s history demands the elision of the practitioner even when they are 
the subject. Therefore such cases cannot in themselves overcome the argument that notes have 
been used to subordinate patients’ own accounts. 


Case notes of the mad in Britain 


Case notes of patients with mental illness were initially found less frequently than those 
discussing physical complaints, but they too appear in individuals’ practice records and in 
publications from the oe century. Richard Napier (1559-1634) took notes on 2,483 
patients deemed insane.22 In the eighteenth century, as with infirmaries, case notes might have 
been generated for asylum patients but they tend to survive for individual es 
attending or superintending asylums rather than among institutional collections.2° Yet case 
notes of mental disorders proliferated in the early nineteenth century and by 1900 comprised 
one of the ase voluminous sources of patient information that is now open to historians of 
medicine.“ This profusion of material arises from the relatively sudden emergence of county 
and borough asylums for the pauper insane, which did not exist in 1800 but supplied 7,619 
places for lunatics by 1851 and 72,396 places by 1900.22 Case notes were compiled as a 
matter of routine in formatted ledgers, and following the 1845 County Asylums Act keeping 
such volumes became compulsory. Ironically, though, the resulting archival riches were not 
initially generated so much for their therapeutic and anes purposes as they were for 
facilitating external scrutiny and eradicating ay abuses.2’ The value of systematic note- 
taking for the study of insanity was recognized later.*8 


Notes deriving from nineteenth-century institutions were constructed by multiple authors and 
typically start with tabulated personal data including the patient’s admission number and date, 
name, age, marital status, religious affiliation, occupation, address, and the tariff charged for 
the duration of their inpatient status, usually levied from the same person or organisation who 
sought the patient’s admission. Ledgers (later pro formas) might also contain spaces to insert a 
patient’s height, and voluntary additions could include a textual portrait of the patient 
comprising hair and eye colour, build, facial expression, level of nutrition and any physical 
tics. Personal information from patients themselves or families and friends was augmented by 
medical and diagnostic data including details from the admitting medical certificates. Asylums 
regularly observed whether the new patient was manic or melancholic, suicidal or epileptic, 
and whether there was any family history of insanity, alongside the alleged predisposing or 
exciting causes of the disorder, the patient’s age at the time of their first spell of mental illness, 
the duration of this episode of illness, and whether or not they had already been under 
treatment at another institution. This preliminary material often features the oo refinement 
of a regular or even slavish recording of the state of the patient’s bowels.*2 Theories which 
identified the gut as the originary site of mental disorder were on the wane by the later 
nineteenth century, but having collected such details for decades, institutional procedure 
dictated that notes on easy or inhibited defecation should still be gathered. Few institutions 
compiled all of this information in all years, and entries for pre-set classes of information 
could become perfunctory or ignored, but most asylums gathered at least a subset of these 


items .22 


The on-going, free-text narrative of patient cases typically comprised sequential, dated 
entries that modified the information that had been established during admission. For some 


patients this resulted in a tedious list of dates, all of which were written merely to confirm that 
there had been ‘no change’ in their condition. More typically, medical superintendents used the 
case notes to record the patient’s bodily condition, evidence of their on-going mental 
disturbance including details of delusions, and the need for any special treatments, drugs or 
restraints. They also contain occasional comments on behaviour, verbal or written 
communications, leisure or work activities, visits from family and friends, permission to travel 
beyond the asylum, escape attempts, or violence. Any confession by patients that they 
recognized the error of their former delusions was regarded as a significant milestone towards 
recovery.*! Notes for chronic patients tend to become more sparse and uninformative, while 
those for all long-stay patients might become dispersed across two or more ledgers, and can be 
tracked by contemporary notes to aid cross-referencing.“* For patients who died in the 
institution, the final entry in the ledger of notes might be a narrative of their post mortem. This 
was typically a more self-consciously clinical sub-section of the case note, replete with 
abbreviated Latin, or weights and measurements of organs, alongside textual descriptions. 


The content of these extended notes was probably guided if not wholly determined, at least 
at first, by the tenets of moral therapy. The early nineteenth century saw an increasing 
investment in moral therapy as a strategy for securing improvement or cure of the insane, 
devised as an alternative to vigorous or violent physical therapies. It was predicated on the 
idea that social conversation and pursuits could be offered for ‘good’ behaviour and withheld 
for chaotic demeanour and irrational communication. The therapeutic optimism engendered by 
moral therapy went a long way to underpin statutory provision of asylum accommodation for 
the pauper insane, although the capacity of county asylums to offer anything akin to moral 
therapy was highly constrained in practice by staff-to-patient ratios. 


Case notes are sporadically enhanced by other inclusions such as patient writings, 
newspaper cuttings, and photographs. Patient correspondence, poems, drawings, and other 
forms of inscription were occasionally selected for inclusion, and although the specific 
justification is rarely explained the material is usually illustrative of the writer’s state of mind, 
perhaps providing instances of an entrenched or newly apparent delusion, and validating the 
judgement of clinicians.“ Reports of the content of writings were more often summarized in 
the notes than original documents were pasted into the ledgers. Newspaper cuttings allude to 
episodes before admission or after discharge, and are most likely to be married with the notes 
where criminal action was given public notice. Consequently they are a rare but poignant 
addition to a small subset of cases. Photographs, in contrast, became quite common as a way to 
reinforce the case-note narrative. These might be used to track facial representations of the 


development or decline of cases or to assist in the tracing of patient escapees.” 


The role of case notes in histories of mental illness or disease is problematized by changing 
aetiologies and the evident instability of symptomatic descriptions across centuries. John 
Monro’s case book of 1766, for instance, distinguishes between true lunacy in contrast to mere 
fever or frenzy, but how are we to interpret this in hindsight? Similarly Monro noted that a 
higher proportion of women than men presented with depression and the same is the case in the 
early twenty-first century, but does this inevitably identify ‘a transhistorical or illness-specific 


phenomenon’ ?“° Case notes from the seventeenth to the twentieth centuries sometimes exhibit 


an emphatic confidence about supposed causation, or more often a confusing swirl of evidence 
that points to diagnostic uncertainty. The application of asylum case notes to a better 
appreciation of the nosology of mental illness was also problematic for contemporaries; 
‘symptoms and behavior noted in the case books are often left to stand for themselves instead 
of forming a diagnosis’.*’ At similar institutions even in later decades, case notes ‘merely 
reaffirmed the capricious nature of disorders that were only dimly understood’. Therefore, 
while there have been attempts to diagnose asylum patients retrospectively, the results must be 
viewed with scepticism.“2 Case notes remain valuable for histories of disease, though, where 
they permit sensitive charting of historically contingent clinical classifications. Gayle Davis 
has used Scottish asylum case notes to consider diagnoses of General Paralysis of the Insane. 
She notes the stability of this disease identity in the years before laboratory testing could be 
used to confirm its presence, and the relationship between laboratory and clinical assessments 
thereafter. 


Beyond the formal medical sphere, understandings have developed through the publication 
of patient narratives or fictional cases from well-informed authors, although lay narratives are 
much less likely to dwell on matters of causation. Instead these have served from the second 
half of the twentieth century to disseminate awareness of diverse conditions through popular 
cultural channels, alongside judgements of the treatments they have prompted and acceptance 
of behavioural difference among a broad constituency. Psychiatric institutions in North 
America have been subjected to repeated scrutiny. 


Aside from their complicated relationship to histories of disease, case notes have been used 
to secure two different views of asylum life: the administrative and medical superintendence of 
the institution; and the patient experience. Medical management of asylums over the nineteenth 
century generated changes that were advantageous for patients, such as the wholesale removal 
of physical restraint as an allegedly therapeutic intervention. Case notes had a powerful 
contemporaneous use for institutional promotion wherever they were converted to case 
histories and incorporated in annual reports. Histories were deployed to make points about 
medical expertise and education, curative success, rehabilitation of patients and other socially 
useful results of asylum activity.2* Nonetheless it is important to move beyond case notes 
because institutions’ own archives tend to support only positive readings of their activities, 
and critiques must be sought elsewhere.’ In the early twentieth century, for example, the 
Leavesden asylum in Hertfordshire was regarded rather favourably in official reports, but a 


keeper employed there during the First World War thought it ‘corruption from top to bottom’. 


The potential and pitfalls of case-note scrutiny for an analysis of patient experience have 
been surveyed for Gartnavel Royal Hospital in Glasgow by Jonathan Andrews. The first 
obvious problems arise from the incomplete condition of notes and their discrepancies with 
other institutional documentation. Information on the patient prior to admission can be thin or 
entirely absent, while the histories submitted in different forms, such as medical certificates or 
questionnaires completed by families, might be omitted or altered for the case notes. 
Supplementary issues arise over the authorship of the notes, and the priorities of these writers 


that could govern what was annotated and what was rejected as vulgar or inadmissible; for 
example, in the Glasgow case notes as elsewhere masturbation and sexual fantasy were often 
treated in allusive language if at all, while patient articulacy or flamboyant delusion were 
given extensive coverage.-° Davis concludes that ‘patient testimony is only really found in 
those letters written by the patient and retained in their case notes’ and even here institutional 
regulation of access to paper and pens filtered the production of viable patient writings.22 


Therefore case notes provide only a partial view of what happened to patients, both before 
and after their admission to asylums. This could be the case regardless of the status of the 
individual patient. Pauper asylums admitted patients who were paid for by the poor law, but 
also private paying patients whose accommodation was determined by the level of their fees. 
This meant that county and borough asylums were treating middle-class, professional and 
wealthy individuals alongside the poor and destitute, but kept case notes to the same standard 
for all inmates. Consequently modern attempts to capture the nineteenth-century patient 
experience are no easier for private patients, even where the patient shared a medical 
background with his keepers. 


Doctors as patients 


Nineteenth-century case notes used by historians to date, particularly published case reports, 
are quite narrow in their social reach; ‘it is rare to find the case history of a professional 
patient or one from a “superior” walk of life . . . it would appear that medicine was practiced 
by one class upon another’.°? This understanding has been underpinned by a reluctance to 
examine incidence of mental illness among middle- or upper-class men such as, for example, 
medical professionals.°2? Recent close work on institutional records has revealed that these 
men were not absent from asylums but that they have been overlooked.© Physicians, surgeons 
and other trained medical professionals were admitted to asylums including pauper 
establishments. On census day in 1881 there were 81 medical patients in asylums across 43 
institutions in England and Wales. The institutions accounting for the largest numbers of 
medical patients were the York Lunatic Asylum (seven medical men) and St Andrew’s 
Hospital in Northampton (six medical men), both of which were funded by charity rather than 
from county rates, but county and borough asylums collectively held 30 such patients. 


Closer investigation of the case notes compiled for medical patients reveals substantial 
parallels with the generalizations found elsewhere. Notes for chronic patients with protracted 
stays in hospital became sparse or petered out altogether, while notes for men with florid 
delusions or extremes of behaviour remained full. It is perhaps misleading, then, to draw 
anything firm from patterns of reportage on medical delusion, but one motif does crop up 
repeatedly across different institutional settings: doctors suffering false perceptions were 
described as particularly disturbed by invisible but tangible forces such as electricity and 
telegraphy, or associated aspects of fringe medicine such as mesmerism. This was never 
clearly a product of electrical therapy being applied to the same men, and some institutions 


went to great pains to account for any physical injuries among the men as arising from 
something explicitly other than electric shocks. 


It is not at all surprising that medical men might be disturbed by the implications of unseen 
forces, or that in ill-health their thoughts turned to such forces in obsessive or fearful ways. It 
is similarly understandable that medical superintendents’ observations of medical patients 
were particularly attentive to these alleged forces. Mesmerism presented a direct challenge to 
orthodox medical authority in the 1840s, one which was only overcome partially and 
piecemeal. Practical measures such as the development of chemical anaesthesia were 
insufficient to counter the powerful endorsements of Harriet Martineau and others. Among 
mesmerism’s many successors, electro-biology offered another set of apparent discoveries 
about the usurpation of human autonomy and consequential physiological, medical or mental 
impacts.® At the same time the incontestably concrete effects of telegraphy encouraged some 
men to develop morbidly complex theories of their own about electrical communication. 


This contemporary swirl of scientific advance and widespread professional unease gave 
rise to two different medical responses among men with poor mental health that were regularly 
reported in case notes. The less common was to inspire a sense of dangerous power that must 
be contained. Angus Cameron, a physician admitted to the Warwickshire asylum in 1873, was 
alarmed about his own capacity to harm others through the inadvertent discharge of electricity. 
In characterizing his mental state, his case notes mention that on admission he complained ‘of 
electricity flying about him & that he is obliged to point with his finger to discharge it’, a 
phenomenon which a month later made Cameron fearful that he might set light to the building. 
He was also under the impression that he could telegraph all over the world in a minute.“ 


A more typical apprehension was one of helpless subjection to an external source of power. 
Frederick Wright had been a surgeon in Derby but his declining health in 1856 was marked by 
a belief that other practitioners in the town were practising mesmerism and other occult arts 
upon him. As a patient in the Derbyshire asylum, he perceived himself as in thrall to badly 
disposed individuals among the other patients: ‘The parties against me now are an Inmate 
named Wells of nervous temperament, who acts the wide awake “clairvoyant”, and Pegg the 
muscular, and hence between the two, and being prevented from taking the law in my own 
hands’. This helplessness was not strictly borne out by Wright’s behaviour, since the notes go 
on to observe that ‘he omits no opportunity to attack them either by violent language, or by 
actual blows’. In the following decades fears of being controlled by others via electrical 
means were equally evident among the medical patients at Wonford House Hospital near 
Exeter. Silvanus Tucker fancied that people or parts of the hospital dining room discharged 
electricity at him, and that as a consequence he was driven to take measures to prevent 
‘communication thro’ (such as sitting on pillows).° (See Figure 29.1.) Wonford’s most 
tortured medical patient was Francis Spencer, since he apprehended persistent electrical 
persecution in the form of both chattering voices and the application of physical pain by 
unnamed assailants: ‘the villains found out that they could talk to me & attack me wherever I 
was without necessarily seeing me and they have made exceedingly free use of their 


information’.®/ He was also the most active in publicizing his plight and seeking a practical 


remedy. In the 1880s he blackened his eyes with charcoal to encourage belief in his injury by 
electrification, and had leaflets printed on the subject which he distributed in the streets 
outside the hospital. In the 1890s he was reported to ‘sleep with a pad in each ear, a tube in 
each nostril and a split cork between his teeth in order to stave off electric attacks’. His fear of 
subjection to external electrical manipulation remained undiminished in 1918. 


Systematic analysis of the diagnostic and symptomatic case notes kept for medical patients 
can therefore reveal aspects of concern to both the men who were sick and the men who treated 
them. The same notes can also serve to conceal biographical and diagnostic information of 
great importance, but these omissions can only be detected by painstaking cross-referencing of 
case notes with sources external to the institution or by serendipity. For example the case notes 
for Angus Cameron, mentioned above as prey to delusions about electricity, also describe his 
demeanour during recuperation as going on ‘quietly but queerly’. He was a heavy smoker, who 
‘Amuses himself by playing Bagatelle by himself, or one day by scribbling all over the wall 
about Emily Burridge’. This obscure reference to a female name inspires many possibilities 
but is not glossed further in the notes, and the name is too common to permit any narrowing of 
the field of candidates by reference to census records. Only a chance order of a family death 
certificate revealed that Emily Burridge was a servant in the Cameron family household in 
Bristol who had been present at the death of one of Cameron’s children.” She was therefore a 
viable candidate for the ‘dear young girl who saved his life twice’ who Cameron identified as 
Cleopatra when first admitted to the Warwick institution. It is entirely unsurprising that the 
medical staff at Warwick should have remained mystified as to the role of Emily Burridge in 
Cameron’s life, particularly given the fact that Cameron’s wife was apparently never involved 
in supplying information for his admitting certificates or subsequent case notes. Asylum 
accounts of Charles Beard, on the other hand, demonstrate the potential for case-note silence 
even when pertaining to events of notoriety or infamy. 





Figure 29.1 Cartoon drawn by Ernest Taylor, patient in the Wonford House Asylum, 1913, 
giving a visual depiction of his being ‘horribly tortured by electricity’; Devon 
Heritage Service, 3922F/H32/7 Wonford House case book 1885-1926, p. 415. 


The case notes of Charles Beard 


Medical superintendency of patients who were also practitioners was perhaps more likely to 
incorporate some attempted discussion of professional life, given the shared experience of 
medical training and practice. Interactions of this type were reported in some case notes, 
employed either as a means to restore the patient’s thoughts to a professional character or (in 
the case of recovering patients) to debate the practicalities of a return to work. For example 
John Hitchman (1816-1893), the superintendent of the Derbyshire asylum, lent books to 
Frederick Wright, mentioned above, in the hope of gaining his patient’s confidence (a strategy 
which, sadly for both men, proved unsuccessful).2 Yet these sorts of additional details are 
rare. The notes written for most medical patients, rather than being fuller or more textured, 
tended to betray no evidence of shared medical knowledge and were just as likely to suffer 
from absences, omissions, elisions and evasions as those for pauper patients. The case notes of 
one medical patient provide a particularly dramatic example of the way that institutional 
records could remain silent about relevant patient experiences prior to admission, even where 
these experiences had been the subject of national publicity. 


Charles Beard was admitted to St Andrew’s asylum in Northamptonshire on 6 August 1886. 
The 58-year-old physician had been born in Brighton and had practised there for most of his 
professional life. At the time of admission he was said to have been ill for the previous 15 
years, but the cause of his poor health was allegedly unknown and he had not been treated 
elsewhere. The medical certificates that underpinned his admission drew a picture of Beard as 
labouring under a false impression of conspiracy against him, and the details emerge more 
fully as the case notes develop. Beard claimed that he was first unsettled by a large number of 
deaths arising from vaccinations some years before. He then claimed that accusations of 
bestiality had been made against him by another Brighton practitioner, and that the conspiracy 
had widened to include the police, the post office, and a number of titled men. His anxiety had 
been exacerbated by a subsidiary apprehension of having been accused of taking bribes, and by 
his wife’s failure to perceive events in the same way.2 


Beard made a good initial impression on staff at St Andrew’s. He was described as 
‘courteous, affable, and highly intelligent. He converses freely and quite rationally upon all 
general topics & most of the incidents of his past life, describing his experiences as a Local 
Government Board Inspector, & General Practitioner’.4 Thereafter and for over two years he 
presents in the case notes as a compliant if latterly reticent and unwilling patient. He had two 
interviews with Lunacy Commissioners (who on both occasions found him to be properly 
detained, despite his own conviction that he was not deluded), and occupied his days attending 
chapel, reading, smoking, and playing billiards. His determination in maintaining allegations of 
conspiracy did not inspire therapeutic optimism, however, and he developed a reputation for 


irritability, and unpopularity with other patients. 


Then in March 1889 Beard precipitated a crisis. He alleged to one of the hospital visitors 
that another patient, Theophilus Gist, had been maltreated by the asylum’s staff. Beard claimed 
that two days before his death Gist had been thrown down, kicked, and otherwise assaulted by 
five attendants. This marked the start of a campaign by Beard to use all means possible to 
accuse the medical superintendent and staff of St Andrew’s of gross mismanagement, assault 
and brutality. The relationship between patient and institution broke down so thoroughly that 
Beard was transferred to another unnamed asylum on the advice of the Lunacy 
Commissioners.“ Beard was allegedly living at home with his wife in the censuses of 1891 
and 1901, but probably remained quite unwell; at some point he was admitted to Holloway 
Sanatorium and died there in 1916.2 


Thus the case notes drawn from the St Andrew’s archive reveal something of the mental 
state of a formerly active professional practitioner. They illustrate the value placed by the 
medical superintendent on the intelligence of Beard’s general conversation when not distracted 
by ‘delusion’, and on the concurrent risk to the institution of potentially damaging allegations 
when coming from such a plausible and formerly authoritative source. What they do not do, 
however, is reveal the precipitating cause of Beard’s ill-health. 


Beard may indeed have been deluded in thinking himself the target of a conspiracy by fellow 
practitioners and officers of the state such as the policemen and postmen. He would have been 


entirely correct, however, in recalling that he had been the subject of a different campaign of 
covert violence against himself and his family, because 15 years prior to his admission to St 
Andrew’s, Beard had been caught up in the trial of notorious poisoner Christiana Edmunds 
(1828-1907).2 In 1871 Edmunds endangered the lives of her fellow Brighton residents by 
planting poisoned sweets in confectionary shops. When four-year-old Sidney Barker died of 
poisoning that summer she was questioned at the resulting inquest, but no further action was 
taken until Charles Beard came forward with new evidence, and a ghastly series of events was 
uncovered. Edmunds and Beard had been involved in some kind of relationship, although 
whether this ever moved beyond friendship on Beard’s side is not clear. Beard was married, 
so Edmunds was apparently motivated to recommend herself more strongly to Beard, or even 
to remove the impediment to his second marriage, by poisoning his wife. Emily Beard was fed 
sweets by Edmunds in September 1870 and fell ill immediately afterwards. Mrs Beard 
recovered but Christiana Edmunds was, unsurprisingly, no longer welcome at the Beards’ 
house. Therefore she seems to have adopted her subsequent practice of multiple, random 
poisoning to deflect blame for Emily Beard’s illness. Edmunds was found guilty of the murder 
of Sidney Barker and sentenced to hang, but William Orange (1833-1916), the medical 
superintendent of Broadmoor, interviewed her and judged her insane; her sentence was 
commuted to imprisonment and she remained in Broadmoor until her death in 1907. Her own 
case notes reveal a woman fond of mystery, concealment, and convinced of her own attraction 


for men.22 


Beard’s experience of these events was probably acutely distressing, for three reasons. 
First, there is circumstantial evidence that he was at first a willing participant in his 
relationship with Edmunds. This may have been mere friendship on his side or it may have 
been more suggestive and romantic (even sexual, given the overheated nature of Edmunds’ 
letters to him), but whatever the nature of their acquaintance Beard was relatively slow to 
name Edmunds as the possible source of Brighton’s malicious poisonings. His reticence is 
understandable, whether he was merely embarrassed about an innocent friendship or whether 
he feared exposure as an adulterer, but there was a notable lapse of time before he came 
forward to the police. Second, his wife and the mother of his children had been emphatically 
placed in harm’s way under his own roof. This was not just a challenge to the Victorian 
domestic ideal, but also to medical masculinity; a failure to treat or cure patients could be 
accommodated as part of normal professional life, but a failure to protect family members from 
physical harm was more difficult to accept. Third, and in all likelihood quite devastating for 
Beard’s sense of himself as a public persona, he was not allowed to give evidence against 
Edmunds and coincidentally defend himself at her criminal trial. Dr and Mrs Beard attended 
the Old Bailey trial of Christiana Edmunds for murder and Charles Beard took the stand, but 
was very quickly ordered to sit down on the basis that he could offer no direct evidence about 
the death of Sidney Barker; he could only speak to Emily Beard’s illness for which Edmunds 
was not charged nor prosecuted. 


This means that although Beard had received national exposure in the press during 1870 and 
1871 as implicated in the background to Edmunds’ trial and conviction, and although Emily 
Beard must have known that his illness of 15 years duration was at least coincident with, if not 


directly attributable to, Edmunds’ impact on their lives, no word of this history reaches the 
case notes kept by St Andrew’s asylum. It would presumably have been highly germane for the 
staff to appreciate the origins of Beard’s delusions, rooted as they were ina literal conspiracy 
of sorts and a documented criminal prosecution. Is the absence of the case from the notes 
expressive of Emily Beard’s failure to incorporate it in her husband’s medical history, or of the 
medical superintendent’s decision to excise it from the formal record? Emily Beard may have 
been exercising one of the few components of control left to her, since by her silence the 
Edmunds story was substantially restored to the status of family secret.®2 Was it elided from the 
notes on the grounds of discretion for the suffering and exposure of a former medical 
colleague? It is not easy to see why this should have been judged necessary, given the 
confidential nature of the notes, but it is not impossible. In either case, however, the limitations 
of asylum case notes are brought dramatically into view. Any history not revealed in the 
medical certificates, or by family testimony at the time of admission, is lost no matter how 
central it might have proved to the patient’s onset of illness and regardless of pertinent 
information notionally held in the public domain. 


Conclusion 


Practitioners’ motives for keeping case notes from the seventeenth century were both 
theoretical and pragmatic, in that they aimed to assist clinical understanding and regularize 
patients’ payments of their medical bills. The deployment of notes beyond the individual 
practice quickly developed a credibility and weight commensurate with a number of parallel 
developments such as the evolution of scientific method discussed briefly above and other 
phenomena such as rejection of supernatural causation, the emergent coalitions evident within 
the profession designed to raise the status of medicine, and the enhancement of clinical 
components in medical education. Yet subsequent variations in the retention or publication of 
notes were not enough on their own to promote the recognition of their worth by historians. 
Medical historians needed first to conceptualize notes as a rich source of factual and narrative 
data and, for this to take place, understandings of past events had to shift away from great men 
and technological change to refocus on the day-to-day mundanities of routine practice and of 
multiple individual patients. 


The value of psychiatric case notes in particular lies in a combination of their volume and 
their relative avoidance of dogmatism or self-consciousness. Routine collection of notes by a 
vast asylum network gives rise to a data-rich set of sources, compiled by medical 
superintendents and others whose own diagnostic criteria were mutable. This encouraged note- 
writers to gather diverse forms of information and commentary on patients which can be 
scrutinized under a multitude of headings. This chapter has focused on the social history of an 
occupational group, but a more immediate use would address psychiatric history, through the 


presentation of patients with the same notional illness.®2 


Apprehending practitioners themselves as patients, and perhaps as the ultimate expert 
patients, is a very recent phenomenon. It is entirely plausible that the appetite for case notes 


could not readily overcome the shadow of pioneering practitioners’ ‘greatness’ to entertain all 
at once the frailties of the same medical man. This reticence also remains a characteristic of 
some sections of the modern profession, despite the currency of questions around practitioners’ 
fitness to practice. Unpicking the case notes of medical patients offers a variety of new 
perspectives, however, about annotation of the self, career stress, and intra-professional 
relations. Ideally it will also contribute to a more open and less guarded discussion about the 
private, less laudatory aspects of medicine in the past, which would surely benefit 
practitioners and patients alike. 
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30 
LITERATURE AND DISEASE 


A novel contagion 


Sam Goodman 


The relationship between literature and medicine and, indeed, between authors and sickness 
has often been a personal one. Much has been made within the field of medical humanities of 
Virginia Woolf’s assertion that: ‘[c]onsidering how common illness is, how tremendous the 
spiritual change that it brings . . . it becomes strange indeed that illness has not taken its place 
with love, battle, and jealousy among the prime themes of literature’. Suffering from illnesses 
both physical and mental throughout her life, Woolf recognised the struggle, drama, and 
inherent banality involved in being unwell, as well as the changing shape of medicine and 
health-care within early-twentieth-century society. As a range of critics including Thomas 
Szasz and Thomas C. Caramagno have recognised, Woolf sought to capture these elements in 
her fiction, alongside her own personal experience; for instance, in Mrs Dalloway (1925) 
Woolf famously addresses shell-shock and the inadequacies (as she saw them) of 
psychological treatment available under doctors of the Holmes and Bradshaw type. Woolf’s 
novel damningly juxtaposes the alienating and patronising experiences of Septimus Smith, 
based on her own treatment for recurrent nervous breakdowns and depression at various points 
between 1897 and 1913, against the uninformed perceptions of Peter Walsh who muses on how 
the efficient yet impersonal ‘light high bell of the ambulance’ was ‘one of the triumphs of 
civilisation’.2 The representation of sickness and health informs and influences the thematic 
character of Mrs Dalloway; illness fluctuates between the foreground and background of the 
narrative, much as it did in Woolf’s own life. 


However, whereas Woolf saw herself as perhaps singular in her focus on such themes, in the 
90 years since her essay and novel, and particularly in the decades since the Second World 
War, a range of authors have taken up her mantle to the point where contemporary literary 
culture is suffused with accounts, testimonies, and representations of what it means to 
experience sickness and disease, to receive treatment, or simply to be ‘ill’. Though Woolf 
would perhaps have been loath to acknowledge it, within this movement, popular and indeed, 
to use one of Woolf’s most famously despised terms, ‘middlebrow’ culture has responded to 
her incredulous diagnosis by taking the situation to almost the opposite extreme. A cursory 
examination of the wider cultural milieu presents us with a proliferation of medical themes and 
medical settings across a range of media; from the variety of now familiar hospital-based TV 
dramas such as ER, Holby City or the long-running Casualty, through to the seemingly endless 


variations of ‘true life’ illness narrative that fill the shelves of booksellers and local 
supermarkets alike. Nearly anywhere we might look in contemporary culture we are presented 
with evidence of the frailty of the human body: from the myriad illnesses that might befall us 
and the difficult long-term consequences of dealing with them to the range of mental disorders 
we are all, if the literature is to be believed, likely to encounter at some point in our lives. 


This body of medical literature and interest in representations of illness has received a great 
deal of critical attention in the last three decades, with the growth of medical humanities both 
as a sub-strand of various disciplines and as an interdisciplinary field of study in its own right. 
The development of medical humanities has been a process characterised by reciprocity and 
exchange, with authors, medical professionals, and scholars alike engaging with 
methodological approaches that themselves reflect the intersection of the medical and the 
literary. Landmark texts such as Susan Sontag’s I//ness as Metaphor (1978) and Rita Charon’s 
Narrative Medicine: Honoring the Stories of Illness (2006) have sought to explore the 
potential of narrative formation and the depiction of illness through metaphor within clinical 
practice and the broader context of society, considering how representational strategies drawn 
from the literary sphere are responsible for a culture of victim shaming and obfuscation, or, 
more positively, are able to aid the development of empathy within health-care professionals.? 
Likewise, the medical exploration of literary texts has drawn focus on specific medical themes 
in high-profile, popular works of contemporary fiction, including, for instance, neuroscience in 
Tan McEwan’s Saturday (2003) and medical ethics and organ donation in Kazuo Ishiguro’s 
Never Let Me Go (2006), as well as prompting the critical reconsideration of medical themes 
in Western literature and beyond in a range of eras and literary movements dating back to the 
classical epics of ancient Greece.‘ In such instances, the scope and range of medical themes in 
each individual text have varied considerably, from the identification of medical topics and 
imagery, to allegorical and metaphorical uses of medicine, through to the more evaluative 
consideration of the complex integration and active criticism of medical knowledge within 
literary prose. Despite variations in method between these critical investigations, they all 
serve to suggest that Woolf’s assertion that the sick body has long lain neglected by literature is 
now a much less credible one. 


While this broad focus on illness and medicine has included the significant trope of disease 
within fiction of the last 150 years, the distinction between sickness, illness and disease has 
often gone unmarked, and many critical accounts either lack a necessary degree of specificity 
or choose to conflate these categories within their examinations of medical themes in literary 
texts. In his consideration of the vocabulary of medical humanities, Kenneth Boyd concludes: 
‘Disease then, is the pathological process, deviation from a biological norm. Illness is the 
patient’s experience of ill health, sometimes when no disease can be found. Sickness is the role 
negotiated with society.’2 Given the interrelation of these terms, some conflation of them in 
critical analysis is understandable, even inevitable. However, in this chapter I have sought to 
maintain Boyd’s differences in my examination of the interplay between disease and literature 
as far as possible. Working within these parameters, the following sections will examine the 
various ways in which literary authors have chosen to represent disease and the effects of 
disease across a range of genres, but will also naturally involve some consideration of 


experiences of illness, and what it means to be ‘sick’ with disease. Also inevitably, and 
necessarily as a result of the limitations of this format, such an account will be a selective one, 
and I have chosen to dedicate the bulk of my examination of literature and disease to prose 
fiction of the twentieth century. Although I have included the nineteenth century, it is really in 
the twentieth century that the threat and symbolic potency of worldwide pandemic or infectious 
disease became foregrounded in the global literary imagination, alongside the concurrent 
growth of illness narratives and literary pathography. However, in reflection of the work on the 
phenomenology and experience of illness elsewhere in this volume, as well as that on AIDS 
narratives, this chapter will not focus on pathography in any extended depth, but rather 
acknowledge and allude to developments within the field where relevant. 


The chapter will approach the representation of disease in three stages. First, it will present 
an overview of the relationship between literature and disease in the nineteenth century, 
historicising its development in relation to key shifts in historiography, historical context, and 
literary and critical paradigms. With particular emphasis on the representation of tuberculosis 
and cholera, this section will explore the changing signification of these diseases over time. 
Second, and against a theoretical backdrop of postmodernism and postcolonialism, the chapter 
will explore the representation of disease in terms of content. Focusing on a selection of 
novels published after the Second World War, this section will consider representations within 
fictional narratives of the historical past, particularly those set in the nineteenth century and 
concerned with the representation of cholera. This section will explore why, in an era of 
British national decline, authors turned to medicine and disease in order to examine the 
national past, and how such representations had shifted in comparison to those of nineteenth- 
century origin. Finally, the chapter will analyse the representation of disease as part of its role 
in developing and establishing literary form. With specific emphasis on science and 
speculative fiction published since 1945, this section will investigate the use of disease, real 
or invented, as a major narrative trope of post-apocalyptic fiction or those texts that seek to 
depict the near and imagined future. In particular, this section will present a close reading of 
disease within Margaret Atwood’s Oryx and Crake (2003), arguing that the narrative function 
of disease within Atwood’s novel is to act as a potent basis for Atwood’s ecocritically 
informed message; disease, as much as genetics and over-population, becomes a key 
component of the novel, and permits Atwood to make a serious statement via a popular format. 
Atwood’s novel mirrors many of the established discourses of science fiction and Cold War 
literature, but imbues their rhetoric with a vocabulary and imagery drawn from the language of 
disease. This chapter approaches these texts from a medical humanities perspective, subjecting 
them to both literary and historical analysis in recognition of the fact that while these are 
literary works they are nonetheless influenced by and respond to broader historical and 
contextual concerns within their respective periods. 


Against a canvas of mortality: literature and disease before the 
twentieth century 


Contrary to Virginia Woolf’s opinions, the connection between medicine and literature in the 
preceding 150 years, and particularly that of literature and disease, was not only well 
established but also widely recognised among authors and the reading public alike. 
Contemporary scholarship within the medical humanities has revealed that themes of illness, 
disease and sickness were present throughout canonical and non-canonical literature from the 
eighteenth century onwards, intensifying and multiplying in number throughout the Victorian 
age. For example, in Passion and Pathology in Victorian Fiction, Jane Woods states that the 
fact that Victorian writers were engaged in debates within the realms of medical science about 
health and disease is ‘scarcely surprising’ given the ‘constant reality of sickness and the 
increasing incursion of medicine’s authority into broader areas of intellectual and social life’.® 
Though Woods, like many other literary historians of nineteenth-century fiction focuses in 
detail on the great Victorian obsession with the diseased mind, both male and female, she 
nonetheless acknowledges the importance of recognising the figure of the sick body within 
prose writing of the period and recognises that the relationship between medicine and 
literature was one of ‘elucidation and illustration’. The representation of disease in fiction 
then was not only to fulfil the demands of verisimilitude or satisfy Victorian realism, but as 
much to explore the social meaning of sickness and to disseminate information. 


The extent to which disease and ill-health played a part in Victorian fiction was a reflection 
of its visibility in Victorian society. Such regularity has enabled Miriam Bailin to observe that 
there is ‘scarcely a Victorian fictional narrative without its ailing protagonist, its depiction of a 
sojourn in the sickroom’.® Bailin identifies a turbulent Victorian society riven by strife and 
political division, transposing personal experience against a far larger national canvas, but one 
united by the prospect of sickness and disease. Disease and ill-health become for Bailin a 
unifier, a leveller, in which characters from Victorian novels are brought together by their 
common experience of illness. Such an analysis sets up a contradiction in the representation of 
disease within Victorian fiction; namely that it appears both positive and negative 
development, as a curse and a blessing. Bailin identifies the sickroom on the one hand as a 
space of healing and emotional connection in which the soul of the protagonist is enriched; on 
the other, however, it is a site of anxiety and mortal danger. This contradiction is suggestive of 
how the meanings of disease and illness in Victorian fiction are malleable and changeable, 
reliant on social perception of specific conditions as well as shifting artistic and aesthetic 
sensibilities, tastes and fashions.2 


The relationship between disease and meaning in early-nineteenth-century fiction possessed 
both a textual and an extra-textual dimension, especially with regards to those authors active in 
the first few decades of the 1800s. In Disease and the Novel 1880-1960, Jeffrey Meyers 
contextualises his analysis of Leo Tolstoy and André Gide by examining this period, and in 
particular the association between disease and the Romantic poets.12 Meyers states that during 
the early part of the nineteenth century ‘writers associated creativity with one specific disease: 
tuberculosis’ and that this association and interest in the aesthetic aspects of consumption led 
to the ‘extraordinary appearance of a whole series of tubercular artists’ and writers. Despite 
the wealth of critical literature on madness and the nineteenth century, especially after the 


influential work of Michel Foucault, Meyers’ analysis is suggestive of the way in which 
disease and literature in this period is defined in terms of the physical embodiment of illness 
as much as any sense of mental instability. However, unlike later literary movements, at this 
point tuberculosis did not carry with it connotations of fear or panic, rather those of a tragic 
and sympathetic kind; in a quote redolent of literary fiction, Meyers mentions how John Keats, 
who had trained in medicine, became aware of his own infection: ‘I know the colour of that 
blood .. .— itis arterial blood —.. . that drop is my death warrant. I must die.’42 Again unlike 
a mental illness, tuberculosis in this instance does not alter or take over Keats’ personality but 
rather gives his existing identity a sense of greater gravitas; Keats’ terse response to his 
inevitable death aligns the poet with suffering, thus affording him the deeper spiritual insight 
necessary to create his art.42 His disposition is not one of despair, but of nobility, affording his 
art a similar quality. The meaning of this disease to a contemporary readership was not 
necessarily understood in terms of the pathogenic effects of the disease on the individual, but, 
according to Meyers, the feeling attached to it, consequently producing sympathy for their 
condition more than any other response. 


However, this perception of the romantic consumptive shifted over the course of the 
nineteenth century to become an altogether more active and much less positive entity within 
fictional narratives. Katherine Byrne argues that tuberculosis killed more people in the 
Victorian age than did cholera and smallpox combined, and was equal in contemporary 
imagination only to syphilis; consequently, the two diseases ‘functioned as sites of social 
anxiety in Victorian times as cancer and HIV/AIDS do in ours’.4 Byrne maintains that the 
consumptive was marked out in terms of difference, as Meyers does, but that the difference 
became one fraught with fears over femininity, sexual transgression, degeneration and more, 
playing on a familiar Victorian theme of self-control. Linking these concerns to a series of 
‘Condition of England’ novels from the mid to late nineteenth century such as Charles Dickens’ 
Dombey and Son (1848) and Elizabeth Gaskell’s North and South (1855), Byrne’s analysis 
demonstrates how the representation of disease in fiction began to develop its more modern 
form as a potent metaphor for the ills of the social body in this period. However, disease at the 
Same time never lost its status, as Meyers puts it, as ‘a great mystery: a visitation, a curse, a 
judgment’.° The judgements in the ‘Condition of England’ novels are those of providence, fate 
or some higher power on the British nation, as well as the individual, conferred through 
disease. 


Aside from tuberculosis, the other disease most readily associated with the nineteenth 
century is that of cholera. Unlike tuberculosis, whose presence and death toll remained 
relatively constant throughout Victorian life, cholera appeared in four sudden epidemics across 
the course of the nineteenth century between 1832 and 1866. The effects of cholera on 
Victorian society, political action and social reform, and on practice within the medical 
profession, especially after 1850, are extensively documented in a range of historical and 
medical sources; the origin, cause, transmission, and remedies for the disease were debated in 
professional publications and private correspondence alike.4° With so much activity in so 
many spheres of nineteenth-century life it would seem logical that cholera would be subject to 
the same process of representation within fiction as tuberculosis. However, as Pamela K. 


Gilbert argues, there is a ‘surprising dearth of direct literary response to cholera’ in 
nineteenth-century fiction, and the disease is almost never explicitly described in the Victorian 
novel.“ Instead, continues Gilbert, it is euphemistically referred to as ‘fever’, which she 
believes would accomplish the same effect, one of tragedy or sorrow, without necessitating 
detailed explanation of the symptoms of cholera./2 Gilbert’s claim of euphemistic uses of 
disease is concurrent with Allan Conrad Christenson’s contention that references to plague, 
cholera, typhoid, and smallpox throughout nineteenth-century fiction are hints of ‘the ghostly 
presence of venereal infection’, thus equating cholera with Byrne’s understanding of 


tuberculosis as a harbinger of social anxieties.” 


While it is compelling to consider all mentions of disease in Victorian fiction as oblique or 
explicit expressions of sexual deviance, such a position seems too narrow and misses the 
subtlety with which representations of disease are included in fictional narratives. One novel 
in which cholera does feature is that of George Eliot’s Middlemarch (1872). Gilbert states that 
Eliot uses cholera as a form of ‘historical background’ and that she is far more interested in the 
relationship between the ‘healthy body and the polis’.22 However, when considered in the light 
of the social and political signification of disease within Victorian fiction, Eliot’s interweaving 
of cholera with the main plot takes on a richer character than Gilbert’s analysis gives it credit 
for. For instance, late in the novel Eliot writes: 


In the hundred to which Middlemarch belonged railways were as exciting a topic as the Reform Bill or the imminent 
21 


horrors of Cholera, and those who held the most decided views on the subject were women and landholders. 
Though cholera does not appear paramount in importance here, receiving a seemingly 
throwaway mention despite its ‘imminent horrors’, the fact that it is juxtaposed with the two 
great social preoccupations of the period is nonetheless revealing of its place within both the 
context of the novel and the context of its writing 40 years after the events it describes. Eliot 
conglomerates within one sentence three elements responsible for dramatic and irreparable 
change to the physical, social, and political landscapes of the nation within the nineteenth 
century. The threat posed to the status quo by the Reform Act is here comparable to that 
wrought by disease; given that Gilbert observes how most medical texts on cholera from the 
period began by evoking imagery of the Great Plague, the intimation here is one of widespread 
upheaval to the social order, akin to that which occurred in the wake of the Black Death.74 
Similarly, there is a link between ill-health and the railways here, acknowledging the various 
anxieties over medical conditions that travelling by rail was expected to produce; though not 
explicitly associated with disease, the general thinking around railways was that they were in 
every way injurious to health, either by causing specific conditions or by spreading impure 
airs, evoking the miasma theory of disease transmission, itself associated with cholera until the 
end of the nineteenth century.2? Further, all three elements in this extract perform a united 
function, namely the suggestion that they all bring into association social classes that would 
prefer to remain distinct from one another; a further reminder of the levelling power of disease. 
Ultimately, in this short extract and the sub-plot relating to cholera that runs throughout 
Middlemarch, Eliot calls attention to the manner in which everyday life in the nineteenth 


century was threatened by disease and the potential development of ill-health at every turn. 
Rather than just ‘historical background’, Eliot describes the feeling of living continually with 
the threat of disease; cholera is an often silent background in Middlemarch, as it was in 
Victorian life, but one with the potential to burst into the foreground. 


The sick man of Europe: British fiction and disease after 
Empire 


It is no accident that Lytton Strachey chose to focus on Florence Nightingale as one of his 
‘Eminent Victorians’, in his volume of the same name published in 1918. His decision to 
include Nightingale, both for her reforming zeal and for the familiar narrative of humanitarian 
kindness, innovation and generosity of spirit, is in itself indicative of the legacy of the 
nineteenth-century attitude to disease; that through reform and determination, near anything was 
possible. Strachey, however, took a notoriously dim view of such qualities and used his book 
to satirise the great and the good he selected as representatives of their various institutions, 
including Matthew Arnold and education, General Charles Gordon and the military, and 
Cardinal Manning and the Church. Strachey’s was a subversive voice; he was a writer who 
discerned hypocrisy where others saw virtue, seeking to expose such pretence in his writing.24 
In the aftermath of the First World War, arguably the true end of the Victorian age, he was not 
alone. The legacy of the Victorians, in part maintained by the Empire they had secured, was 
resilient and continued to live on. Despite efforts by prominent literary critics on the political 
left, such as George Orwell and W. H. Auden for instance, it was not until after the Second 
World War, an era of global decline for Britain, that literature began the scrutiny of the nation’s 


past and the legacy of its actions in earnest.” 


A good deal of debate exists over when precisely this decline began. Some post-war 
historians have argued that the political and sovereign concessions made by Britain during the 
Second World War signalled the end of the British Empire; others have identified the point at 
which the Empire was renamed the Commonwealth in 1952.22 However, as many again have 
suggested, Indian Independence in 1947 is equally as significant a milestone in the history of 
Empire as it precipitated a process that in just 20 years dismantled an empire three centuries in 
the making. With Britain’s international status further degraded by the Suez Crisis of 1956-7, 
the rapid devolution and emancipation of British colonies around the globe began in earnest; 
Indian Independence through to the period after Suez has been assessed as the watershed 
moment of Britain’s waning Empire, one in which the post-war era shifted irrevocably towards 
a post-colonial one.“ Such a rapid shift in global position prompted critical re-examination of 
the legacy of Empire through literature, and a range of other media, which sought to explore the 
contemporary state of the nation through renewed focus on its past. Steven Connor has argued 
that the novel is an especially ductile format for exploring ideas of nationhood, a process that 
accelerates in the post-war period.2° The genre of historical fiction in particular experienced a 
post-war resurgence, and, illustrating how the nineteenth-century approach to disease was a 


long-lasting one, many historical novels of this period used medicine or specific diseases such 
as cholera, as a lens through which to re-examine imperial history and explore anxiety over 
decolonisation.22 


Medicine, and in particular disease, appeared fitting for scrutinising the seemingly rapid 
degeneration of the national position and the literary advantages to engaging such imagery are 
clear; as Jeffrey Meyers argues: ‘the illness of the hero, who is both an individual and a 
representative of his epoch, is analogous to the sickness of the state’.22 Although Meyers 
concludes his study in 1960, his analysis seems particularly appropriate given the embattled 
circumstances of Britain during decolonisation, and can be applied productively to novels that 
fall outside the chronological parameters of his study. One such novel is The Siege of 
Krishnapur by J. G. Farrell. Farrell’s success during his own lifetime was fairly modest; 
while his novels, particularly Troubles (1970), The Siege of Krishnapur (1973) and The 
Singapore Grip (1978), which made up a loose collection informally titled ‘The Empire 
Trilogy’, received critical praise and recognition, including a Booker Prize in 1974, his novels 
have not begun to be widely known until the past decade, during which a range of critics have 
sought to restore his reputation.2! In terms of the relationship between form and content, The 
Siege of Krishnapur is a deceptively simple novel. Set in the Indian Rebellion of 1857, its 
plot and structure follow that of a traditional ‘Mutiny novel’, with its characters representing a 
range of literary archetypes and its plot featuring the kinds of epic battle scenes and instances 
of British fortitude equated with such a storyline. However, as many critics including myself 
have argued, to read Farrell’s work as nostalgic is to miss the parodic re-engagement with the 
clichés of Empire that his novel presents, and to overlook the importance of such a critique in 


an era of imperial crisis.24 


The Siege of Krishnapur involves a British garrison, itself a thinly veiled fictional version 
of Lucknow, under siege from the Sepoy army; the plot is ostensibly no more complicated than 
documenting their fortunes while they hold out for relief. However, beneath this surface layer 
lies a range of satirical and critical positions, either on the British Empire and its legacy, or on 
those in Farrell’s contemporary moment who still harboured such a rose-tinted view of 
Britain’s imperial history.°? Farrell’s is a novel full of disease and ill-health, from malnutrition 
to fever, from sunstroke to cholera, and nearly all his characters are at some point ill. In part, 
his decision to include these illnesses is indicative of the disease he saw at the heart of 
Victorian society, linking his novel to those ‘Condition of England’ novels of the period he 
dramatises. However, Farrell’s return to the nineteenth century does not involve a slavish 
mirroring of nineteenth-century narrative techniques, and disease, especially cholera, is 
explicitly foregrounded in the novel. Cholera and debates over its transmission and treatment 
drive a significant sub-plot in which the garrison’s civil surgeon, Dr Dunstaple, and the army’s 
regimental surgeon, Dr McNab, repeatedly clash. The proportion of the novel given over to 
cholera is indicative of its importance within the narrative and also Farrell’s critique of 
Empire; rather than incidental mentions of cholera in order to reinforce period authenticity, 
Farrell uses cholera to illustrate the divisions inherent in the British garrison in a traditional 
narrative of unity. By doing so, he draws a parallel between historical and contemporary 
discord, as well as highlighting the fact that a view of the Empire as intrinsically more 


cohesive than the 1970s present is fallacious. 


In terms of content, Farrell’s approach to cholera differs greatly from that of preceding 
novelists. Rather than in the case of Middlemarch where the ‘imminent horrors’ of cholera are 
associative in meaning and effect, or in Gilbert’s analysis whereby she argues that euphemisms 
are used in order to avoid mentioning the full details of the disease, Farrell sought to make his 
representation of cholera as accurate as possible. Along with his extensive research into the 
Sepoy Rebellion documented in his India Diary published after his death in 1979, Farrell’s 
personal papers held by Trinity College, Dublin, reveal the extent to which his representation 
of mid-Victorian understanding of cholera, methods of treatment and physical symptoms of the 
disease itself were built on a basis of factual evidence.*4 In preparing the manuscript of 
Krishnapur, Farrell kept a series of index cards on which he transcribed themes, details, 
sources or quotes from texts of major importance. On the card marked ‘CHOLERA’, Farrell 
includes a number of quotations from sources ranging from published memoirs on the Siege of 
Lucknow through to the Medical Times and Gazette of 1854.2 Some of these quotations are 
brief and intended as shorthand reminders of details Farrell clearly intended to include. Others 
are much longer and make their way into the novel in verbatim form. Some of these, such as 
when Dunstaple and McNab clash directly over the mode of transmission of cholera, offer a 
summary of leading medical thinking of the period, with this particular incident providing a 
précis of the history of cholera treatment from William O’ Shaughnessy through to John Snow.2° 
Other inclusions hold a more self-reflexive level of importance with regards to the 
representation of disease within literature. For instance, midway through the novel Dunstaple 
begins to distrust McNab’s methods of treatment and copies notes from his medical diary that 
he views as proof of McNab’s dangerous approach: 


She has almost no pulse, 

Body as cold as that of a corpse. 
Breath unbelievably cold, like that 
from the door of an ice-cavern. 

She has persistent cramps and vomits 
constantly a thin, gruel-like fluid 
without odour. 

Her face has taken on a terribly 
cadaverous aspect, sunken eyes, starting 
bones, worse than that of a corpse. 
Opening a vein, it is hard to get any 
blood . . . what there is, is of a dark 
treacly aspect. 


McNab’s methods are representative of a shift in medical practice in which the disease 
becomes the focus of treatment rather than the human subject. This reprioritisation of the 


practitioner’s role conflicts with Dunstaple’s own paternalistic professional principles, and 
fuels his distrust in McNab; that the patient described in these notes is revealed to be McNab’s 
wife only serves to compound Dunstaple’s anger. The information that informs this section, 
including whole phrases on the ‘dark, treacly aspect’ of the blood, is included in Farrell’s 
indexed notes as with so much of the material on cholera. Farrell’s decision to include such 
extensive detail here is significant, and revealing of a range of concerns with regard to the 
literary depiction of disease. The level of detail included here far exceeds that of the 
nineteenth-century texts mentioned earlier in this study, and the level that is necessary for 
Dunstaple to make his point on the medical habits of McNab. Rather than allow the reader’s 
imagination to provide this information, Farrell explains the horrors of cholera in explicit 
detail, either for a twentieth-century audience unfamiliar with them, or in order that his point 
be made clearly enough. When considered in relation to the structure of the extract, the extent 
of detail is significant within the analysis of the use of disease as content. Within the narrative, 
the extract is presented in a cribbed, truncated fashion as befitting notes in a medical diary; 
however, its appearance on the page gives it a stanzaic quality seemingly at odds with the 
intention and the level of detail included. To further this comparison, the account from 
McNab’s diary is juxtaposed with snatches of song from a delirious soldier in the first stages 
of cholera infection. The soldier sings a ballad from the Crimea and acts to further underscore 
Farrell’s association between disease and its representation in creative form; the Crimea, 
again evoking cholera and Nightingale’s efforts at Scutari, is presented as a glorious defence of 
Queen and country, glossing over the human cost. Such a choice of juxtaposition suggests 
Farrell’s intentions with regard to the representation of disease within his fiction; by providing 
so much information in this section and throughout the narrative, his novel removes any 
potential for tragedy and romance that the elision of a novel like Middlemarch or the poetry of 
Keats does. Disease and its treatment, like the myth of the ‘heroic’ defence of the British 
Empire in India, are stripped of their romance in Farrell’s novel, and the reader is instead 
confronted with the stark reality of both disease and imperialism. 


Ultimately, Farrell’s novel re-engages with the legacy of nineteenth-century narratives both 
literary and historical. In an era of perceived social disintegration and global decolonisation, 
his return to the high point of the Empire and the Victorian century is deliberately chosen, as is 
his employment of cholera and a range of medical conditions as a lens through which to read 
the British past. His novel presents a British society and colonial project literally riddled with 
disease and ill-health; Farrell attempts to drive home the association between such a sickly 
society and the misguided assumption that a return to Empire would act as a cure for the 
perceived social ills of the contemporary moment. His final words in the novel are illustrative 
of this position; one of the central characters of the novel, the garrison’s collector, muses on 
how the ‘invisible cholera cloud had moved on’ leading him to a consideration of how ‘a 
nation does not create itself according to its own best ideas, but is shaped by other forces, of 
which it has little knowledge’.*8 Farrell’s lasting message is that adherence to deeply-held 
beliefs, such as those over cholera that consume Dunstaple and McNab in his narrative or 
those that mourn the loss of Empire, confine a nation to an irrelevant past, restricting its ability 
to adapt to a changing world. 


Cold Wars and hot bioforms: representing global pandemic in 
popular literature 


Concurrent with the decline of imperialism after the Second World War, and indeed a decisive 
factor in hastening decolonisation itself, was the development and prosecution of the Cold War. 
Existing scholarship on the Cold War has claimed variably that the conflict can be most 
productively read either in terms of science and technology, political ideology, intrigue and 
espionage, counter-cultural movements and social conflict, or as a clash of economic 
systems.22 However, the medical dimensions of the Cold War and post-Second World War era 
more generally intersect with many of these existing branches of enquiry, especially those 
related to technological and scientific innovation and the growth of the pharmaceutical industry 
within the Military Industrial Complex.*2 This culture of innovation and the suggestion of 
cleaner and quicker treatment, social welfare developments such as the National Health 
Service in the United Kingdom in 1948 or new forms of clinical practice including arts 
therapies, alongside the growing state medical regulation of individuals’ lives, means that the 
Cold War can be seen increasingly through a medical lens.*! 


In examining the social and cultural history of the era and how its politics were shaped and 
conceived in the popular imagination, the predominant language of the Cold War was one 
reliant on the nomenclature and imagery of disease, especially with regards to the spread or 
containment of ‘aggressive’ and ‘virulent’? Communism; phrases as commonly associated with 
the transmission of infectious disease as much as any ideology.“* In further considering cultural 
constructivism and the reflection of contemporary worldview throughout the Cold War, a 
similar process of analysis can also be transferred to a consideration of Cold War literature. 
Two forms of literary genre most readily associated with the Cold War are those of espionage 
fiction and science fiction. The key difference between these two genres is that where spy 
fiction often uses the language of disease in its descriptions of the subterranean conflict 
between Cold War superpowers, science fiction more readily uses disease as a driving force 
of the narrative and is more able to represent the effects of disease within its pages; where 
espionage fiction must always prevent the final outbreak and restore narrative equilibrium (or 
homeostasis to the body of the state), science fiction has licence to depict what happens when 
such efforts fail, and do so in full imaginative detail. However, most often, the line between 
these genres is blurred, and David Seed identifies numerous Cold War sci-fi fictions from film, 
television and literature that employ the rhetoric, diction and imagery of disease, including The 
Quatermass Experiment (1953), Philip Wylie’s The Smuggled Atom Bomb (1951), and many 
others.“ Though of course the relationship between science fiction and disease stretches back 
much further, with such notable examples as the defeat of Martian invaders in H. G. Wells’ War 
of the Worlds (1898) or the plague that destroys humanity in Mary Shelley’s The Last Man 
(1826), it is in the Cold War that this association intensifies and has led to the identification of 
the genre as a vehicle for comment on a wide range of social and political issues. As a result 
of these interconnected factors, so many of the established nuclear anxieties associated with 
Cold War culture explored through literature mirror those of disease or sickness; for instance, 


fears of bodily disfiguration or obliteration, silent and invisible death via radiation aping the 
inexorable transmission or infection, and the threat of uncontrolled accident; often, the origin of 
the incident in question is the inadvertent responsibility of one of the superpowers, though 
culpability typically lies with the Soviet Union. 


The disposition towards such outlandish scenarios meant that science fiction, like many 
other popular genres of writing, was for a number of years discounted as fantasy or 
entertainment; narratives that depict the currently impossible, such as interstellar space travel, 
or the implausible, such as extra-terrestrial invasion, were often critically marginalised as low 
cultural forms. However, as Robert Hewison, Seed and others have argued, science fiction 
was able to gain a sense of cultural legitimacy, either as a result of popularity, its ability to 
blend genres and thereby appeal across classes, or because of the relevance of its subject 
matter.“ Similarly, the movement towards ‘speculative fiction’ that began in the 1960s gave 
science fiction a sense of respectability, enabling authors to make serious comment on social 
and political issues, but retain the imaginative freedom of fiction. Margaret Atwood’s Oryx 
and Crake (2003) is one such novel, and a text that draws on a raft of techniques, themes and 
imagery from the genres of science fiction and Cold War literature. The narrative and plot of 
Oryx and Crake are driven by the fear of global pandemic and the responsibility of industry 
and the scientific/medical community with regard to the future state of the planet; much within 
Atwood’s novel is currently impossible, but by no means implausible, and she has stated that 
Oryx and Crake is based on a body of well-documented research.” 


Set in the first half of the twenty-first century (the protagonist of the novel is born in 1999 
and the events take place when he is in his late twenties) and told partially through flashback, 
Oryx and Crake focuses on Jimmy, seemingly the last human survivor in a post-apocalyptic 
landscape he inhabits with ‘The Crakers’, a genetically enhanced group of humanoids that he is 
charged to protect. Over the course of the narrative, the reader learns that society and 
civilisation were destroyed by a combination of irresponsible attitudes to the natural world 
and a deliberately engineered and incurable pandemic concealed in a lifestyle drug called 
BlyssPluss created by Jimmy’s childhood friend Crake. Equal parts science fiction, 
speculative fiction, and ecological parable, Atwood’s novel is one suffused with the language 
and imagery of disease from the opening chapters. As well as the reason for the devastated 
environment in which he now lives, the spectre of disease forms one of Jimmy’s earliest 
memories. Jimmy recalls aged five witnessing diseased livestock burnt in the secure OrganInc 
compound where his father, a biological engineer, worked: 


“They had to be burned to keep it from spreading.” . . . 
“What from spreading?” 

“The disease” 

“What’s a disease?” 

“A disease is like when you have a cough,” said his mother. 
“If I have a cough will I be burned up?”“© 


The burning of livestock as the first memorable image for Jimmy and the first identifiable one 
for the reader is a deliberate narrative decision on Atwood’s part; it not only sets a precedent 
for the theme of disease that becomes a preoccupation and continual thread running through the 
flashback sequences, but it also situates the events of the novel in a recognisably real-world 
context, being near contemporaneous, as Coral Ann Howells notes, with similar measures 
taken against Foot and Mouth Disease in the UK in 2001.“/ The attitude towards livestock also 
foreshadows the way in which the human race is regarded by Crake and the industry he 
represents: as cattle to be used for a particular purpose and then disposed of. Furthermore, the 
characterisation of disease in this quote links Oryx and Crake to the history of disease and 
fiction, with the cough a direct link to representations of tuberculosis in the nineteenth-century 
novel. Jimmy’s fears of being ‘burned up’ as a result of a cough are reminiscent of the wasting 
effect of tuberculosis and the near-inevitable death that accompanies such an illness in 
traditional narratives; the irony in Atwood’s novel of course, is that Jimmy will find himself 
the only one not burned up by Crake’s engineered disease. 


Atwood’s connection of the theme of disease with clandestine research and laboratories 
demonstrates a clear link to the culture of the Cold War from which she draws her style and 
genre, as well as the post-Cold War world of late capitalism and globalisation. In terms of the 
Cold War, it is well-documented and widely known that vast amounts of funding were invested 
in combatting and advancing biological and bacteriological warfare, notably in facilities such 
as Porton Down in the United Kingdom and Fort Detrick, Maryland, in the United States.“8 The 
highly conspicuous yet highly secure nature of these facilities is reflected in the compounds of 
HelthWyzer, RejoovenEsense, and Paradice Labs in Atwood’s novel; their purpose is common 
knowledge, but the details of what goes on there kept top secret. Atwood goes further to indict 
the university and college system as politically and practically complicit in such a process 
through her depiction of genetic and bacteriological research conducted at the fictional 
Watson-Crick Institute in the novel, which serves as a Satirical mirror of Massachusetts 
Institute of Technology (MIT), a known recruiting ground, like many other universities, for 
military research personnel and the intelligence services throughout the Cold War; Crake is 
described as the subject of much bidding by various companies after his graduation, all of them 
eager to secure his talents. 


In another link to context, an equally recurrent theme within Oryx and Crake is the threat of 
bioterrorism. Along with the overarching plot, a literary depiction of the aftermath of a 
biological weapon of mass destruction, the novel contains multiple instances in which disease 
is used as a weapon of terror on a smaller scale. Early on in the novel, the HelthWyzer 
compound is subject to an attack in which ‘a fanatic . . . with a hostile bioform concealed ina 
hairspray bottle . . . nuked a guard who unwisely had his facemask off’.“? The bioform is 
described as ‘some vicious Ebola or Marbourg splice, one of the fortified hemorrhagics’ that 
dissolves the guard into ‘a puddle of goo’. Alongside the general rhetoric of the War on Terror 
and the exhortation towards vigilance against fanaticism, itself evocative of the Cold War fear 
of Communist fifth-columnists, Atwood’s representation of disease as a weapon here is 
significant in conjunction with two contemporary events: firstly, the mention of Ebola recalls 
the outbreaks in the mid-1990s in Africa and the earlier American scare in Reston, Virginia, 


itself the result of imported macaque monkeys from the Philippines;22 and secondly, the 
“Amerithrax’ incident, where in the week after 9/11 envelopes containing anthrax spores were 
sent to a number of United States news media offices and Democrat senators, resulting in the 
death of five people.2! Atwood combines a range of contemporary fears and expresses them, 
tellingly, in the language of a previous age of anxiety; it is notable too that the guard at the gate 
is not simply killed, but ‘nuked’, once again reinforcing the link between a tense post- 
millennial world and that of the Cold War. The threat itself may change, but the fear remains 
the same. 


Beyond such parallels, Atwood’s novel expresses little overt interest in government, and 
never actually provides any information on how the future United States is governed. Instead, 
her targets are industry, and the irresponsibility she sees in late-capitalist society, one used to 
cheap fossil fuels and disposable products. Atwood asserts that such companies act with 
impunity and are allowed to do so by a complacent and apathetic public. In pursuing this 
theme, Atwood again mixes a range of genres, including detective story and conspiracy novel, 
as Crake finds that his late father had uncovered evidence that HelthWyzer had been 
developing new diseases in order to then market the cures, thus securing a constant demand for 
its products.2* Given that this episode inspires Crake’s final plan to destroy humanity, or take 
revenge through the same means, the novel is intended as a warning against experimentation 
without accountability, lest experimentation lead to circumstances beyond human control. 
Critics such as Shannon Hengen have argued that Atwood is concerned with the 
intercomnectedness of life on earth and scornful of those who privilege the human animal above 
the natural world.°? Oryx and Crake illustrates such an argument, and Atwood uses disease as 
a reminder that for all the advances made by the human race, we remain vulnerable animals 
within a fragile interconnected ecosystem; one that over-population, hubris and our own 
ignorance may serve to one day rebalance.“ In the closing chapters of the book, Atwood 
describes through Jimmy’s eyes, the destruction of society as a result of the disease hidden in 
the BlyssPluss pills: 


At first Jimmy thought it was routine, another minor epidemic or splotch of bioterrorism, just another news item. . . then 
the next one hit, and the next, and the next, rapid-fire. Taiwan, Bangkok, Saudi Arabia, Bombay, Paris, Berlin. The 
pleeblands west of Chicago. The maps on the monitor screens lit up, speckled with red as if someone had flicked a loaded 
paintbrush at them. This was more than just a few isolated plague spots. This was major . . . It was a rogue hemorrhagic, 
said the commentators. The symptoms were high fever, bleeding from the eyes and skin, convulsions, then breakdown of 
the inner organs, followed by death. The time from visible onset to final moment was amazingly short. The bug appeared 
1,55 


to be airborne, but there might be a water factor as we 
The tense and hurried section in which the disease activates evokes Meyers’ observation that 
disease ‘has always been a great mystery; a visitation, a curse, a judgment’, in this instance 
expanding beyond the nation, and beyond time and history, in order to encompass the whole 
planet.2° Having been hinted at and suggested throughout, Crake’s judgement on the human 
race, an extension of Atwood’s own criticisms of unchecked scientific and medical 
engineering, is finally revealed; it is the mystery at the heart of the novel that the reader has 
been invited to solve as the narrative progresses, and one that Jimmy did not until it was too 
late. Atwood’s description of the transmission of Crake’s disease forms an ironic counterpoint 


to the spread of human civilisation and the achievements of scientific ingenuity; engineered to 
be near unstoppable and incurable, the infection works quickly through major cities across the 
globe. Atwood’s point is clear; the long process of history and the accumulation of skill and 
knowledge in both medicine and science has led humanity to the point where its mastery of 
genetics, its most ‘elegant concept’ in the words of the novel, is the cause of its own 
destruction. Given the tawdry and immoral nature of the world that Crake’s pandemic destroys, 
however, Atwood invites us to consider whether it is indeed a virus or a cure for a deadlier 
plague: humanity itself. 


Conclusion 


In this chapter, I have hoped to illustrate that the relationship between literature and disease is 
constantly evolving and one whose ability to create meaning is always developing new modes 
of transmission. In the nineteenth century, this relationship shifted from the romantic popular 
perception of tragic tubercular artists, whose disease supposedly gave them special insight into 
the suffering of the human spirit, through to the use of disease and illness as a broad canvas on 
which to project drama or through which to develop character. In the twentieth century, 
narratives and representations of disease took on a political edge, either for specific critical 
movements such as postcolonialism and the reassessment of the age of nationalism and empire, 
or as part of the overt and covert political culture of the Cold War. Such projects lent a critical 
potency to the representation of disease that preceding fictions often lacked; while the novels 
of Dickens and Eliot sought to present social commentary in particular ways, until the twentieth 
century the use of infectious disease was an incidental part of this process, and it is only in the 
last half-century, alongside the growth of pathography and medical humanities, that literary 
representations of disease have become an overriding concern of fiction. Novelists like Farrell 
and Atwood recognised the advantages of disease both as metaphor and as vehicle for their 
respective messages, and not merely as accompaniment or plot device. 


Unfortunately, there are multiple new fields of literary response to disease that I have not 
been able to include here, in particular the burgeoning fields of zombie fiction and disaster 
narratives that have been gaining ground at a prodigious rate since the end of the twentieth 
century.2 Like Atwood, authors and filmmakers working in these genres are chiefly concerned 
with the perceived fragility of human civilisation, helping to make manifest fears that, for all 
its trumpeted advantages, the advent of globalisation serves not to strengthen the global 
community but makes it all the more vulnerable and susceptible to devastating catastrophe in 
the form of disease. Similarly, the work being done in the field of graphic pathography, fusing 
illness narratives and the graphic novel or comics format, is again taking the literary 
representation of disease in new directions and bringing interlinked visual and narrative forms 
of representation into greater currency and circulation.22 With the resurgent interest in neo- 
Victorian fiction and post-human science fiction, it appears that the inquiries begun by authors 
such as Farrell and Atwood are helping to develop new strains of disease narrative all the 
time. 
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Atwood, Oryx and Crake, pp. 379-80. 

Meyers, Disease and the Novel, pp. 1-2. 


Recent zombie narratives in which events have a pathologised cause include Max Brooks’ novel World War Z (2006), later 
adapted for cinema in 2013, BBC3’s In the Flesh (2013-14) written by Dominic Mitchell, and also the videogame The Last 
of Us (2013) by developer Naughty Dog. 


58 On illness narratives, see Arthur Frank’s chapter in this volume. Similarly, see the academic and ‘comix’ work of Ian 
Williams, including The Bad Doctor (2014), for examples of graphic medicine. 
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31 
WHEN BODIES NEED STORIES IN PICTURES! 


Arthur W. Frank 


This chapter discusses how people represent their experiences of illness in graphic novels; the 
broader issue is how representations of suffering affect living with disease and finding forms 
of healing. Humanity’s earliest known work of sustained storytelling, the Gilgamesh epic, is a 
kind of guide to the suffering of mortality.? It depicts the fear and anxiety of Gilgamesh’s friend 
Enkidu as he realizes he is dying, and Gilgamesh’s grief for Enkidu drives the plot of the epic’s 
second half. Sophocles’ Philoctetes is about a level of pain that can be expressed only in 
screams.? But Philoctetes suffers more than the pain of the festering wound on his foot. He 
suffers the isolation that humans have inflicted on him in response to his wound. Disgusted by 
the stench of his wound and distracted by his screams, Philoctetes’ comrades in the war against 
Troy abandoned him on an isolated island, with only his bow to sustain him. Thus, the physical 
reality of disease, including dying, has always had a complement in the suffering caused by 
others’ responses to that disease, injury, or disability. The representation of suffering — telling 
the story of how one came to suffer and how others’ responses shaped this suffering — seems to 
be a fundamental human need. The media of telling often change, and today the graphic novel is 
increasingly popular. But the need to tell stories of suffering persists. 


People tell stories not only to represent their sufferings and break out of the isolation that 
Philoctetes’s abandonment epitomizes. Representations of suffering in stories teach people 
how to suffer; what to expect, how to interpret and categorize perceptions, and how to respond. 
This chapter is situated within a more general argument that humans live enmeshed in stories 
that circulate around and through us.4 These stories have an independence from the corporeal 
human beings who tell them. We may speak of a story as mine or hers, but no story is ever 
really anyone’s own. Even the most personal, autobiographical stories are made up from 
borrowings from other stories.2 These other stories have taught us not only how to narrate our 
lives — how to frame a story that others will recognize and respond to — but also what is worth 
narrating about our lives. Our stories are our own, uniquely, but other people’s stories set our 
parameters of narratability, and our story then sets parameters for others. 


Although people have always told stories about their illnesses in one medium or another,® 
the contemporary illness narrative emerges in the 1970s, when people with considerable 
public profile began to write about their illness.2 The term pathography is frequently used to 
describe this genre of first-person writing about illness.2 I reject this term for several reasons.” 


Most important, the use of a faux-medical word implies that these writings exist to be 


available to a professional medical gaze, as patients make their bodies available in medical 
examinations. That is not at all my own experience of writing my own illness memoir,!2 nor is 


it how any other writer of an illness memoir has described his or her experience. 


When he was dying of prostate cancer, Anatole Broyard gave a lecture with the title, “The 
Patient Examines the Doctor’. That reversal expresses the spirit in which most first-person 
writing about illness is undertaken. In some illness narratives, institutional medicine is 
marginalized entirely; if health-care workers enter the story at all, it is as peripheral actors, not 
given much specification as characters.!2 This narrative choice implies that the significant 
story is not medical; medical actors and institutions figure, if at all, in a story that is 
fundamentally personal and then cultural, in the sense that what happens reflects the community 
of which the ill person was part, at a particular time and place. 


IlIness as demands and as types of narration 


The problems of narrating illness derive from problems of being ill, or more exactly, problems 
of what serious illness does to the self. Here are three demands that illness makes from the 
self, expressed by three of my favorite prose memoirists, Audre Lorde, Reynolds Price, and 
Anatole Broyard. 


Lorde wrote that she needed to tell about having breast cancer — she needed to narrate the 
experience — because ‘I think perhaps I was afraid to continue being myself.’/2 In what for me 
is a memorable phrase, Lorde says that she writes ‘In order to keep me available to myself’ 14 
I think that applies to any memoirist of illness. Illness unmakes what Lorde calls her 
availability to herself; narration remakes the availability. The word available can be called 
poetic in its irreducible density. The word arrests the reader. Tools and books are what we 
call available to us. They are things we know where to find, and depend on being able to find, 
when we need them. Lorde puts the self in that category. Illness renders her no longer where 
she can find herself. Narration makes her once again findable and thus useable. 


Reynolds Price, who was left paraplegic as a consequence of radiation treatments for a 
tumour in his spine, emphasizes the need to say goodbye to the person he was before illness, 
recognizing that ‘you’re not that person now’. The question the ill person must ask is: ‘Who’ ll 
you be tomorrow?’/2 Price proceeds to describe the need to find what he calls ‘the next viable 
you — a stripped down whole other clear-eyed person, realistic as a sawed-off shotgun and 
thankful for air’.1® Telling one’s story is a means of finding, perhaps discovering, that ‘next 
viable you’. Price puts more emphasis on change than Lorde does. In her language, Price’s old 
self is no longer available. Narration is the work of writing a new self into available reality. 
Words bring imaginations into a communicable, and thus shared, reality. A person can imagine 
whom she or he will be tomorrow by writing down that self. Action can follow invocation, 
which already is a form of action. 


Anatole Broyard phrases the demand of illness in this way: ‘for it seems to me that every ill 


person needs to develop a style for his illness. I think that only by insisting on a style can you 
keep from falling out of love with yourself as the illness attempts to diminish or disfigure 
you.’“ On this account, the ill person narrates his or her experience because narration is a 
means of discovering a style through trial expressions of that style — it is an iterative process of 
revision. By finding one’s own style of narrating illness, the ill person avoids ‘falling out of 
love with yourself’, which seems another variant expression of Audre Lorde’s fear of ceasing 


to be available to herself. 


The style that Lorde, Price, and Broyard seem to share is what I have previously called the 
quest narrative8 When I wrote The Wounded Storyteller in the mid-1990s, I had been 
listening to stories about illness — both the stories I told myself and stories other people told 
me — for close to a decade. I heard people telling stories that were uniquely their own as 
reflections of their embodied experiences, but I also heard people telling their stories based on 
narrative resources that, I realized, were widely shared. Central to these narrative resources 
were three skeleton plots or narrative structures into which people fit their own distinctive 
stories. 


In the first of these, the restitution narrative, the narrator/protagonist becomes ill, is 
diagnosed and treated, and eventually is restored to a life that is at least a good enough 
analogue to life as it was before illness. The second narrative is the chaos narrative, which is 
really an anti-narrative, because there is no movement; the story, such as it is, is about the 
incapacity to move. In chaos narratives, things only get worse and other people’s attempts to 
help only misunderstand how hopeless the narrator’s life is. My third narrative type, referred 
to earlier, is the quest narrative. Here the ill narrator undergoes a crisis of self as well as a 
crisis of the body’s health. That crisis is expressed by Lorde: ‘I think perhaps I was afraid to 
continue being myself’. Responding to that fear requires asking Price’s question: ‘Who’ll you 
be tomorrow?’ And answering that question depends on finding the new style that Anatole 
Broyard refers to. The quest for that style is not for oneself alone. Instead, the narrator takes an 
‘Everyman’ stance, seeking a generalizable template for living with illness, although narrators 
vary in how widely they claim the applicability of how they have learned to live. 


Graphic novels may still be a niche genre — like science fiction — but in the past years they 
have achieved the objective respectability of being reviewed regularly in major newspapers 
alongside other new books. Within the graphic-novel genre, illness and the practice of 
medicine have become a notable sub-genre./? The initial question with which I began to read 
graphic novels was whether these three core narratives would be found there. What might these 
narratives look like in graphic form, and how might the graphic form generate different 
narratives and representations of illness? 


Graphic chaos 


The clearest example of any of the narrative types that I described in The Wounded Storyteller 
is Allie Brosh’s chaos story in a chapter entitled ‘Depression Part II’ in Hyperbole and a 


Half.22 The page contains a block of text and several panels, in no sequential order, showing a 
small surreal creature with large eyes, pointed ears, stick arms and legs, a pink body, and a 
curious, nervous expression. What is remarkable is that such a simply drawn creature can 
convey a sense of expression. The creature exists in an undefined space that seems to tilt in 
impossible ways. The creature is depressed. 


Brosh exemplifies chaos narration when she writes: ‘It isn’t always something you can fight 
back against with hope. It isn’t even something — it’s nothing. And you can’t combat nothing. 
You can’t cover it. It’s just there, pulling the meaning out of everything.’*! When I was writing 
The Wounded Storyteller, I never found a published memoir that narrated chaos that clearly, 
but my examples were drawn from oral and written narrations. The question is how the graphic 
format enables Brosh to express something that is far more difficult to convey in prose alone. 


Brosh’s book seems unusual among graphic novels in the extent of her use of printed text 
outside the frames of the drawings; in that difference, she seems closer to prose memoirists. 
But that raises the question of how her prose would work on its own. On my reading, Brosh is 
able to write prose that is so remarkably cool and straightforward because it is seen on the 
same page with drawings that give the prose an emotional jolt. Brosh’s drawings make readers 
feel the claustrophobic lassitude of depression, the shrinking of one’s world. If I imagine the 
prose by itself, it would seem dissociated and disembodied. Yet without the lengthy prose, 
Brosh’s argument about depression would get lost, and Brosh seems concerned to make a 
specific point. She wants to bear witness to a reality that people who have never been literally 
in depression cannot imagine — until her pictures give us that imagination, and the prose 
articulates what the images provoke. 


The combination of text and images allows Brosh to keep together, both on the page and in 
the reader’s imagination, the fundamental contradiction that makes prose evocation of chaos 
near impossible. To be able to tell a story about being in chaos, one can no longer be in chaos. 
Brosh writes about chaos while putting us into that chaos: in her images, bodies sag and spatial 
geometry is askew. It is a graphic depiction of a world ‘out of joint’, in Hamlet’s phrase. 


Brosh does eventually find a way out of depression and again her drawing makes us believe 
it. Like those who write quest narratives, Brosh refuses to turn what was chaos into a 
restitution narrative. ‘Anyway,’ she begins, ‘I wanted to end this on a hopeful, positive note.’ 
She then subverts this typical restitution ending. ‘But seeing how my sense of hope is still 
shrouded in a thick layer of feeling like hope and positivity are bullshit’ — which is how one 
feels while living in chaos — ‘I'll just say this: Nobody guarantees that it’s going to be okay, 
but . . .’.22 She then refers back to the incident that was her turn-around point. Stories that 
depend upon a turning point are generally quest narratives. The hope that there can be a turn- 
around point is part of the solace that the story offers, and quest narratives balance solace with 
demand. Brosh refuses to turn depression into a quest; any solace is strictly limited. Those 
frames of pure chaos remain in the reader’s memory, enlarging that reader’s sense of life’s 
possibilities. 


Restitution noir 


If Brosh offers us chaos brightening, Harvey Pekar and Joyce Brabner’s Our Cancer Year 
might be called restitution noir. Illustrated by Frank Stack, who seems to me to deserve full 
authorship, the graphic format enables what is formally a restitution narrative — Harvey gets 
sick, is treated, and eventually returns to life as he has known it — to take on a darkness that 
such narratives usually minimize. The Wounded Storyteller presents the restitution narrative as 
the form of storytelling preferred by medical professionals. Doctors and nurses cue their 
patients to understand their experiences within a narrative that will culminate in cure, or 
‘walking out of here’ as a common hospital phrase goes. The telos or expected end-state of 
cure thus justifies whatever the patient has to undergo during treatment, and complaints about 
treatment are minimized within a time frame that anticipates when cure will retrospectively 
erase bad memories. Patients are supposed to go along with that anticipation, telling their 
treatment stories framed by those narrative parameters. 


Our Cancer Year presents the most disturbing images of the pain of chemotherapy that I have 
ever encountered. 


The chemo protocol I underwent for testicular cancer was presented to me as one of the 
most aggressive, but my side-effects seem minimal compared to what Harvey goes through. 
Writing about how chemo feels is one of the most difficult problems of narration in writing a 
cancer memoir. As soon as I started chemo, I suddenly appreciated how effective drugs can be 
as a form of torture. Finding words to express that embodiment defies writers including me. 


But the graphic novelist has an advantage, and here we get to what may be the singular 
formal difference between prose memoirs and graphic novels. In the graphic format, the 
protagonist can and must be represented as a drawn figure. Things happen to that figure, and 
those things can be shown, with the images liberated from the self-consciousness of a first- 
person voice. As with the chaos images in Brosh’s depression story, the images linger in the 
reader’s imagination. Of course words and phrases linger too and differences are easily over- 
emphasized. But images linger differently. 
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Figure 31.1 ‘The pain only increases ...’, from H. Pekar and J. Brabner, Our Cancer Year, 


art by Frank Stack. New York: Four Walls Eight Windows, 1994. Used by 
permission of Joyce Brabner. 


Our Cancer Year is a different kind of narrative insofar as the restitution plot is not framed 
within a telos of a happy recovery. At the end, Harvey’s recuperation is in progress. He is 
living pretty much the same life he lived before cancer, but, after what has happened, to call his 
life-after-cancer a restitution betrays what readers have seen him go through. In Our Cancer 
Year nothing is forgiven as retrospectively understandable, as necessary for the ending that is 
now achieved. That’s what I mean by it calling restitution noir; nothing is forgotten or 


forgiven.” 


TIME PASSES, ME REEDS 
TO TAKE A LEAK, 


THERE'S AN UGLY. SPREADING DAMP STAIN ACROSS 

HARVEY'S BACK . JOYCE SEES IT THROUGH THE HEAVY 

FLANNEL SHIRT KES WEARING. AND A CORRESPONDING 

WET PATCH OK THE BACK OF THE CHAIR, LEFT WHEN HE 

STOOD UP AND PEELED SOME SLISTERS RAW. HARVEY AND JOYCE ARE MAKING A LITTLE 
MORE NOTSE THAN ONE HORMALLY BEARS 
IW THIS PART OF THE CLINIC. BUT, THE 
WURSE ON DUTY KNOWS JUST WHAT TO DO... 





Figure 31.2 ‘Time passes. He needs to take a leak’, from H. Pekar and J. Brabner, Our 
Cancer Year, art by Frank Stack. New York: Four Walls Eight Windows, 1994. 
Used by permission of Joyce Brabner. 


What is not forgiven is exemplified in the book’s longest story segment, in which Harvey 
and Joyce tell a medical bad-treatment story; in this instance, a bad-nurse story. Harvey goes to 
the hospital for chemotherapy. The herpes blisters on his back burst, leaking through his shirt 
onto the chair; again, we have images of bodily pain. 


The nurse, who seems to reincarnate Nurse Ratched from One Flew Over the Cuckoo’s 
Nest,“° is concerned only with cleaning off her chair; she abandons her patient lying on the 
floor. 


The story is too dark to be what one expects within a restitution narrative, which is typically 
appreciative to health-care. 


But neither is the chemotherapy-chair story presented as part of a quest narrative, which do 
typically include resentment stories.2’ What makes this story segment disjunctive with the quest 
narrative is that Harvey is not shown to be learning something — there’s no quality of bildungs 
or the development of a self through trials and overcoming. To reverse Nietzsche’s famous 


aphorism, what nearly kills him does not make him strong, or much of anything different; 
cancer is just a rotten thing to go through. In Our Cancer Year incidents just happened; for 
Harvey, it stays what it was. Yet for the reader, the mundane does take on greater significance. 


SWE ATTACKS THE CHAIR, WITH A AS TOYCE HELPS HARVEY BACK INTO HIS HEWLY 
BOTTLE OF DISINFECTANT, LEAVING SANITIZED CHEMO CHAIR, DR. RHODES COMES IK, 
TOYCE AND HARVEY OW THE FLOOR, WITH THE RESULT OF HARVEY'S BLOOD TEST 


COUNTS TOOLOW. THAT'S THAT, 
CAN'T TREAT HIM, SO LET'S GET THOSE 
PEOPLE CLIT CF MY CHEMO ROOM! 





Figure 31.3 ‘She attacks the chair’, from H. Pekar and J. Brabner, Our Cancer Year, art by 
Frank Stack. New York: Four Walls Eight Windows, 1994. Used by permission of 
Joyce Brabner. 


/ TM NOT GOUNG TO GET PREDOMI, TM SORRY, HARWEY, RUT, YoU 
TON T WANT TD SUPPER THROUGH KNOW, MOST OF My PATIENTS. 
APPREGIATELA BREAK FROM OMEN, 


J OF, NO! HO, NO, NO... 


PLEASE! Y LVEGTOTHER PATIENTS 
COMING INL., THISONE'S 
TOXIC... CEFRID Crmm 





Figure 31.4 ‘?’mnot going to get pneumonia’, from H. Pekar and J. Brabner, Our Cancer 
Year, art by Frank Stack. New York: Four Walls Eight Windows, 1994. Used by 
permission of Joyce Brabner. 


Qualifying the quest 


I have already strayed into discussion of my third type of narrative, the quest. When I began to 
read graphic novels, it seemed to me that they do not do quest narratives, at least in the Lorde- 
Price-Broyard sense of quest as both personal realization and community coalescence. Graphic 
novels presented either restitution noir narratives exemplified by Our Cancer Year, or else 
they were what could be called complicated restitution stories like Ellen Forney’s memoir of 
bipolar disorder, Marbles. A major complication in Forney’s depression is that nobody, and 
her psychiatrist is candid about this, has much control over the trajectory of the illness.28 Or, 
there are less complicated restitution stories like Marisa Acocella Marchetto’s Cancer Vixen, 
in which the protagonist desperately wants to sustain a style, but unlike Broyard she seeks to 
maintain her former style rather than discovering a style distinctive to illness.22 Then I realized 
that I was missing the point. A different kind of story was being told; again, a more ambivalent 


story than prose readily enables. 


How I was missing the point is illustrated by a six-panel cartoon from Miriam Engelberg’s 
Cancer Made _ a Shallower Person, which is definitely my favorite title among illness 
graphic memoirs.22 Engelberg presents herself — and this may be self-satire — as thinking that 
various reflective exercises ought to produce what she calls an epiphany, by which I think she 
means some revelatory burst of meaning. That doesn’t happen, so she goes back to watching 
television. 


The story would seem to be an anti-quest satire. But I wonder which quest narratives 
Engleberg had been reading. 
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Figure 31.5 Page from ‘Stress’ (‘Wait a minute, that flashback reminded me .. .’), from 
Cancer Made Me A Shallower Person: A Memoir in Comics by Miriam 
Engelberg. Copyright © 2006 by Miriam Engelberg. Reprinted by permission of 
HarperCollins Publishers. 


Neither Lorde nor Broyard claims having any epiphany; only Price does.2! He describes a 
genuine mystical vision and an auditory vision, but those visions do not seem necessary to the 
advice he offers at the end of the book about the need to become the ‘next viable you’. Price 
understands his visions as particular gifts of grace. He does not recommend that others seek, 


expect, or need such visions in order to live with debilitating illness. So epiphany or not, the 
quest in these three writers’ memoirs is based on simple if difficult precepts, including: seek to 
be less afraid; remember that fear of illness readily turns into fear of yourself; the best revenge 
for being treated badly is to tell a good story about it; live fully with illness, pay attention to 
your life; do not dissociate, especially when things get ugly; let illness teach you what is 
essential, and let go of the rest without undue concern; and perhaps most important, 
paraphrasing Lorde, do not let your pain be wasted — others need what you can tell them about 
where they too are going. 


What Engelberg led me to realize is that over the years I too had slid down the slippery 
slope into thinking of quest-as-epiphany; call it a cultural bias. I had forgotten what thin lines 
divide restitution from quest and quest from chaos. Every quest writer hopes his or her story 
will end in a form of restitution, but their good sense is not to expect that in the form of 
medical cure, which is always a contingency. The real restitution is that despite all the hassle, 
upset, real loss, and sometimes unbearable physical pain of illness — and those are the chaos 
segments — the ill person may be lucky enough to tell the tale. Through telling that tale, she or 
he realizes not only that during illness life has remained worth telling stories about, but also 
that life actually became more narratable. And maybe that is what really matters about any 
life. Our Cancer Year thus ends with wordless images of Harvey and Joyce, spending a normal 
day in a pleasant but unremarkable park. 


Arguing against impersonality: narrative as chronicle 


Words to describe a narrative like Our Cancer Year came to me when reading a very long 
critical meditation on the extraordinary success of the Norwegian writer Karl Ove 
Knausgaard.“* I call Knausgaard’s success extraordinary because his books fail to fit any of the 
expectations for contemporary literary success. They have no particular plot, reveling instead 
in detailed descriptions of minutiae. The Canadian critic Ian Brown, who not coincidentally 
has written a parental narrative of extreme disability,2° rehearses everything that ought to make 
Knausgaard unreadable and then explains his own absorption in Knausgaard’s minutiae: ‘an 
unavoidable tension ran through them, in which the specifics of his life were always arguing 
against the impersonality of the larger world.’ That applies equally to Pekar and Brabner’s 
writing. The specifics of their utterly mundane lives argue against the impersonality of the 
larger world. The graphic novel, as a medium, is not uniquely positioned to present that 
argument, but the argument is readily told in the graphic format. 


Graphic-novel illness memoirs are written in three formats, which are not discrete types but 
form a continuum. One format collects cartoons of various length that stand alone. There is 
minimal over-arching plot and the order of cartoons could be rearranged without confusion to 
the reader or loss of meaning. Cancer Made Me a Shallower Person is that kind of book. At 
the other end of the continuum is David Small’s Stitches, a memoir of childhood cancer in 
which every frame is in precisely the order it must be, for the story to have the effect it has.*4 


Nothing seems superfluous and nothing could be rearranged. Then in the middle of this 


continuum are books like Our Cancer Year and Marbles, which tell multiple stories that could 
stand alone but accumulate their effect within the arc of a longer and looser chronicle of the 
author’s life. 


My usage of that word chronicle is specific to narratology. The historian Hayden White 
draws a narratological distinction between chronicles and stories, describing history as the 
‘transformation of chronicle into story’.*? A chronicle is a recitation of events as they occur in 
chronological order, but a single event — what happens this year — has no necessary relation to 
previous or subsequent events. There is no plot to a chronicle. A story, however, depends on 
one event happening as a consequence of what happened before, although the precise terms of 
causality are unpredictable, and the characters are often less aware of how their present 
actions lead to subsequent effects.2° 


To call Our Cancer Year a chronicle that collects various stories is to take seriously the 
book’s title. Our Cancer Year recounts a year during which Harvey and Joyce buy a house, 
Joyce is involved with some young people who live in countries affected by war, and, among 
these other events, Harvey has cancer. Those three clusters of events have effects on each 
other; for example, moving house involves a couple of crises due to Harvey’s weakened 
condition. But the three clusters are also chronicle-like in that they just happened to happen in 
the same year — none depends on the others — and how each unfolds has its own logic that is 
separable from how the other events unfold. Moreover, that year is just one year within the 
longer chronicle of the American Splendor series, of which Our Cancer Year is one volume. 


The narrative achievement of Our Cancer Year is its refusal to impose a story on events that 
are really a chronicle. This may sound simple, but few prose memoirists are able to do it. 
Pekar and Brabner are willing to tell a story when things happen that way, as in the story of 
Harvey’s blisters bursting while he sat in the chemotherapy chair. But the whole book refuses 
to impose a plot logic of causality on events that do not fit together as a plot. That refusal is the 
authors’ quest and the healing wisdom they offer their readers. Live as if nothing is a metaphor 
for anything else. 


At issue here is avoiding what is possibly the fundamental danger of stories. We humans 
have this incredible capacity to tell stories, but that capacity becomes a liability when we turn 
what are best understood as chronicles into stories.2/ In the process of creating stories out of 
merely sequential events, we invent connections that simply are not there, and then endow 
these connections with causal force. Because we humans are creating our story as we live, 
connections that we believe in risk becoming self-fulfilling prophecies. Thus, a good deal is at 
stake in the refusal to impose plots on chronicles; it has a Zen quality of vision disciplined to 
see only what is. Even when Harvey-the-character falls into an imaginary narrative — when he 
is convinced he is paralyzed, but that paralysis remains unconfirmed either by Joyce or his 
physicians — Harvey-the-writer stands back and observes that excess of imagination as a lapse 
due to illness. 


The only hint that there is a larger scheme of meaning in Our Cancer Year occurs in the 
authorial voice-over on the first page: ‘This is a story about a year in which someone was sick. 


About a time when it seemed that the rest of the world was sick, too. It’s a story about feeling 
powerless and trying to do too much... .’ At the beginning of this chronicle, the events to 
follow are tied together by a very general theme, but that will be the only such authorial 
intrusion. After that first page’s voice-over, we only see Harvey and Joyce living their lives. 


Learning to live with illness 


The opening of Our Cancer Year takes me back to Brown’s critical appraisal of Knausgaard, 
‘in which the specifics of his life were always arguing against the impersonality of the larger 
world’. We reach the core question of how graphic-novel memoirs do the fundamental work of 
any illness memoir: How do they help with healing both the writer and the readers? How, by 
narrating one’s disease, does one bring about a form of healing for oneself and for others? 


In graphic-novel memoirs, the specifics of the author’s life argue against the impersonality 
of the larger world, and the quest is to keep that argument going, which is a struggle at any 
time, but especially during illness. In one panel of Our Cancer Year, Harvey reminds his 
readers that in the midst of all that was going on, he also got out the next volume of the 
American Splendor chronicle. We can also infer that he and Joyce were taking notes for what 
became Our Cancer Year. They were doing more than coping, whether with illness, or house 
buying, or supporting a group of young people who were living difficult lives. They were also 
creating the story of doing these things. In creating that story, they humanized what was 
happening, to borrow a word from the literary critic Frank Kermode.*° And in Broyard’s terms 
presented earlier, they sustained a style, which included being the kind of people who do not 
make many concessions to illness, even cancer. 


The narrative distinctiveness of the graphic-novel form involves a good deal more than 
including pictures as illustrations for a story that could be told in words. The capacity of the 
graphic novel to mix story and chronicle give the genre a claim to be presenting a distinctive 
narrative form. The importance of this form is to keep open the question of whether and how 
one thing is connected to anything else — a crucial issue for seriously ill people. The reader of 
the graphic format must make constant decisions where to go next. Which panel follows which 
is not always self-evident, nor is it evident which panel is connected in what way to the one 
that only might be before. The reader’s mind fills in connections between images. I often notice 
in graphic novels segments that would seem off-topic in prose, but flow right along in a book 
of images. The format can lull readers into the fictional/fantasy world of the story, but at best — 
as in the graphic novels cited in this chapter — the format requires readers to take responsibility 
for their active participation in the storytelling. That underlies these books’ therapeutic 
contribution to the lives of people living with illness. 


In mixing the distinctive narrative logics of chronicle and story, graphic novels can be more 
like life than prose narration. On any page, a lot is happening at the same time, and both 
characters in the book and readers of the book have to balance multiple focuses of attention. 
We constantly have to sort out which is which: what happens as part of a plotted story in which 


characters do things that eventually play out as having particular effects, versus what happens 
as part of a chronicle, in which chronology should not be confused with causality or 
consequentiality. I emphasize that this sorting is a high-stakes activity, fraught with real 
personal peril. If we confuse what is really a chronicle with being a story, then we invent 
linkages that are not there, and we risk demanding responsibility or attributing blame that is 
unwarranted. If we make the opposite mistake and think that what is really a story is only a 
chronicle, then we miss linkages and fail to attribute or assume responsibility. 


What initially instigated my autobiographical writing about illness was my indignation at 
healthcare professionals positioning themselves as the protagonists in my story, relegating me 
to the bit-part of being a bystander. Restitution narratives are most pathetic when they involve 
one person consigning narrative responsibility for his or her life to another person — which is 
what medical patients are most often invited to do, especially in hospital. Yet I recognize that 
quest narratives risk becoming hyperbolic in their claims to self-realization, and they can 
distance illness experience from mundane demands of living. Graphic novels sustain the 
restitution plot but subvert its conventional narrative logic first by putting the ill person in the 
protagonist position. Then this subversion continues as the authors show things so awful that no 
restitution is possible, like the chemo nurse throwing Harvey and Joyce out of her clinic for the 
Orwellian reason that he is too sick. In both of these narrative moves, the novels perform a 
significant quest. 


TWO AUTOBIOGRAPHIES BECAME HUGELY IMPORTANT To ME. 


HAVING DISMISSED Any RELEVANCE 
TO ME WHEN I'D READ IT A FEW 
MONTHS EARLIER, I READ THIS AGAIN: 


a, TMS TIME, L DIDN'T PUSH 
WER STORY AWAY JUST 

BECAUSE IT DIDN'T LINE 

a UP EXACTLY WITH MINE, 


WE WERE DIFFERENT, BUT 
WE SHARED SOMETHING 
IMPORTANT — 





IMPORTANT ENOUGH FoR 
HER TO WRITE A BOOK ABOUT. 


SHE was COMPANY, 


WILLIAM STYRON DESCRIBES 
THE PAIN OF HIS OWN 
EXPERIENCE OF DEPRESSION 
SO ELOQUENTLY, + So 
VIVIDLY, IN HIS MEMOIR: 





HE POINTS OUT THAT ARTISTS 

? WRITERS, “CHRONICLERS OF THE 
HUMAN SPIRIT,” OFTEN STRUGGLE 
WITH DEPRESSION IN THEIR LIVES 

* TREIR WORK. Cclub Van Gogh!) 





Figure 31.6 ‘Two autobiographies became hugely important to me’, from Marbles: Mania, 
Depression, Michelangelo, and Me: A Graphic Memoir by Ellen Forney, 
copyright © 2012 by Ellen Forney. Used by permission of Gotham Books, an 
imprint of Penguin Publishing Group, a division of Penguin Random House LLC. 


Yet ultimately differences between the graphic format and prose narration dissolve in a 
common purpose. Forney makes explicit her relation to writers of memoirs of bi-polar 
disorder. 


Forney writes about Kay Redfield Jameson’s memoir: ‘She was company.’2 I wanted my 
own work, At the Will of the Body, to be company for people who had cancer; that is what I 
believe any teller of illness stories wants. 


Disease, as any person lives it, only begins with pathology. A disease becomes a story that 
unfolds as it is lived, told, and responded to. How a person experiences disease depends on 
what other stories she or he knows and uses to make sense of experience. The history of 
disease is thus a history of people building on each others’ stories. Human stories not only 
witness suffering, they accompany other sufferers, inviting others to become protagonists in 
their own stories. 
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32 
LIVING IN THE PRESENT 


Illness, phenomenology, and well-being 


Havi Carel 


Of things, some are up to us, and others are not up to us. Up to us are opinion, impulse, desire, aversion and, in a word, all 
our actions. Not up to us are our body, possessions, reputation, offices and, in a word, all that are not our actions. 


(Epictetus, Enchiridion 1.1) 


The Stoics considered living in the present a way of securing one’s happiness.! Indeed, they 
suggested a set of spiritual exercises (askésis) to promote that existential stance and allow 
those who practise them to flourish. Some of the exercises focus on delineating a present 
moment, untarnished by regrets about the past and worries about the future. This sounds simple, 
but attaining such a moment of pure presence was, for the Stoics, a superb achievement. A 
moment of perfect happiness, achieved by securing relief from the agitations of the mind: 
ataraxia.2 However, the Stoics have an unresolved problem plaguing this spiritual exercise: 
living in the present can only be a source of happiness if that present is pleasurable. But what 
if the present is full of pain, disability, or limitation? What if the present is a space of 
suffering? This is the first challenge illness confronts us with: I call it the obstacle to 
happiness challenge. 


The obstacle to happiness challenge is frequently the first challenge ill people face upon 
symptom appearance or diagnosis. They may experience pain or feel anxious and alienated 
from their bodies. They may experience illness as bodily betrayal, or feel anger and fear. 
These experiences pollute the present moment and make happiness unattainable until they are 
addressed and tranquillity of mind can once again be pursued. I faced this challenge as a 
person diagnosed with a chronic progressive lung disease. As a patient and philosopher, I 
wanted to know if and how I would be able to flourish within the constraints of illness. Could 
we attain present happiness within the context of serious illness? 


This chapter poses this question, and proposes a particular philosophical method, 
phenomenology, to enable us to (1) understand the experience of illness; and (2) reassess the 
possibility of happiness based on this understanding of illness. As a philosophical contribution 
to a volume on the history of disease, this chapter focuses on the present. Both the present time 
in which we live and experience illness, and the Stoic idea that the present moment is where 
happiness is to be sought. This is a chapter written by a philosopher, exploring the present and 
presence of illness. I use the term illness, rather than disease, to denote a_ useful 


phenomenological distinction between disease, a pathological process in the biological 
(objective) body, and illness, the lived experience of that disease. 


Illness and selfhood 


I have the most pressing and personal interest in understanding the illness experience and in 
thinking how to make that experience less lonely, alienated and socially scripted. In the years 
since I was diagnosed I have navigated my rickety boat of selfhood between the Scylla of 
medicalisation and objectification of my illness and the Charybdis of social pressures to 
conform to the ideal of ‘the good patient’ or ‘sick role’. When subjected to philosophical 
analysis, this navigation, both philosophically salient and pragmatically important, can help us 
understand illness as part of selfhood; it is thus of prime philosophical value.4 


Illness and selfhood have been prised apart for too long in the history of philosophy. The 
continuing journey towards understanding the connection between the two is unsettling; 
seasickness is inevitable. But if we manage to escape both the reductive effects of 
medicalisation and the restrictive effects of social stereotyping, we will gain considerable 
philosophical insight that also has practical import on health-care policy. Moreover, I suggest 
that not only our understanding of the illness experience improves through this philosophical 
analysis, but also our understanding of human values, human life, and philosophy stands to gain 
from this exchange.° 


This divorce of illness from the philosophical conception of human life and value is 
baffling. The practice of philosophy as pure thought, according to Socrates and other thinkers 
of his period, is to teach the separation of the body from the soul, the point of which is to 
prepare us for our death, against which we have no defence: ‘against other things it is possible 
to obtain security. But when it comes to death we human beings all live in an unwalled city’ .® 
And yet we — and our modern-day Western society — remain unprepared for illness and death, 
denying our creatureliness, vulnerability and dependence on others. We still choose denial, not 
only of death, but also of frailty, ageing, and illness, as a long-term strategy and then stand 
bereft when confronted with such afflictions, despite their known inevitability. The first 
certainty I embraced when I became ill was the certainty of bodily decline and death. There is 
still nothing we can do about living in an unwalled city other than postponing death, not 
entirely successfully. We mostly still stand spiritually naked before the fact of our creation and 
annihilation. 

As soon as one is born, one is old enough to die, writes Heidegger in his death analysis in 
Being and Time And yet we refuse to take that simple lesson seriously until forced to by a 
first- or second-person encounter with illness and death. We decline to think about the sloping 
path of ageing and disability, loss of autonomy, emerging dependency, and the concrete and 
unshakeable ways in which our body reveals to us our fallibility, limitedness and contingency. 
We decline to think about these unless forced to by illness, bereavement, or other trauma.? In 
this sense illness is a strict and demanding philosophical tutor: it forces us to confront such 


existential issues.2 Noting this forced reflection points to the potential philosophical instruction 
and existential edification contained in illness. 


Philosophers are no exception to this general tendency to deny our creatureliness and 
mortality; indeed, they have been seen to be vehement adherents of such denial. Alasdair 
MacIntyre has berated the discipline for this myopia: 


From Plato to Moore and since there are usually, with some rare exceptions, only passing references to human 
vulnerability and affliction and to the connections between them and our dependence on others. Some of the facts of 
human limitation and of our consequent need of cooperation with others are more generally acknowledged, but only then 
to be put on one side. And when the ill, the injured and the otherwise disabled are presented in the pages of moral 
philosophy books, it is almost always exclusively as possible objects of benevolence by moral agents who are themselves 
q10 


presented as though they were continuously rational, healthy and untrouble 
In MacIntyre’s view, philosophy has been doing a disservice to itself by covering over human 
vulnerability, dependence and affliction. But interestingly, it is not just a lack of reflection 
generating this denial. In fact what we see in the history of philosophy is a process of 
forgetting; forgetting the philosophical lessons that were the central phronetic goal of ancient 
schools such as the Stoics. These have now become obsolete, as part of a more general 
tendency to deny our bodily vulnerability, the fallibility of medicine, and the fact that “we each 
owe nature a death’, as Freud wrote.! This is an active process, requiring effort in order to 
cover up what was previously accepted as a universal truth about human existence: that life is 
unpredictable and contains unavoidable pain and suffering and that we have little control over 
the ways of the cosmos. However, our response to affliction is something we can control 
according to the Stoics, so our moral training should focus on our response to the causes of 
suffering and pain. That response, as you will see below, is the cultivation of virtue (or 


‘excellence of the soul’) and the acceptance of our lack of control over the cosmos.*2 


One might object that medical technology and interventions have come a long way since the 
days of the Stoics. Doctors in the first century bc had little to offer, but in present times 
medicine can do what was once impossible: save lives, extinguish pain, and increase 
longevity. So, the objection might go, we need to revise the Stoic acceptance of suffering; we 
now have tools with which to combat suffering. I suggest that, on the contrary, we should 
constrain technological advancement with a normative philosophical analysis and consider 
reflectively how to utilise such advances. It is time for us to return to the Stoics and 
Epicureans, recover their attitude of reflective coping towards illness and death. Indeed, our 
illness experiences remain similar to those thousands of years ago in one important respect: 
illness still entails the loss of bodily certainty and control,/? the loss of the familiar, homely 
world,“ and the loss of wholeness and freedom.” These aspects of illness transcend any 
particular disease process and can be said to be generally descriptive of illness experiences, 
at least in modern Western civilisation. 


The more medicine has developed and found temporary answers to some of the afflictions 
we face, the more we have turned away from the need to confront human vulnerability. Not 
only medicine has developed; also our faith in its omniscience and its ability to control pain, 
postpone death, and enable a dignified death has increased in tandem with medical technology 


and clinical improvement. This faith, I suggest, has little grounding in the reality of health-care 
practice and embodied existence. In reality, medicine can control pain to an extent, but not 
always; it can postpone death, sometimes for decades, but not overcome it altogether; and it 
does not secure a dignified death, given the strong resistance to assisted dying and the tendency 
of modern medicine to over-treat. Most people die in hospitals rather than at home, and most 


people undergo invasive and ineffective treatments in the last days of their lives.1° 


The Stoics, intent on cultivating the right attitude to suffering, emphasise one’s subjective 
demeanour towards illness. By contrast, in what might be considered a spiritual step back, we 
look to external interventions. Compare Epictetus, lecturing in the first century ad, with 
physician Atul Gawande’s 2014 Reith Lecture. First Epictetus, telling us ‘in what manner we 
ought to bear sickness’: 


Now is the time for the fever. Let it be borne well. Now is the time for thirst, bear it well. Now is the time for hunger, 
bear it well. Is it not in your power? Who shall hinder you? The physician will hinder you from drinking; but he cannot 
prevent you from bearing thirst well: and he will hinder you from eating; but he cannot prevent you from bearing hunger 


well.2Z 


And second, Gawande talking about his daughter’s piano teacher, whose cancer treatments 
failed: 


I asked her, ‘Well, what did the doctors say?’ and she said, ‘Well not much it doesn’t seem. They’re giving me blood 
transfusions to fight the blood cell counts dropping.’ They were giving pain medications, they were giving steroids. But 
what next? They said there were no established chemotherapies that they were going to offer. And I think this is the 
moment that we continue to debate in many countries around the world: what is it that we think should happen? 


It’s an expensive moment, it’s a trying moment. And the way it feels reduced, even sitting there on the other end of 
that phone call, seemed to come down to: well, should we encourage her to try something, anything, is there an 


experimental therapy that she could try? . . . Or, she asked, should she just give up?28 


The real challenge in illness is to grasp the false dichotomy inherent to the thinking expressed 
by the piano teacher in the quotation above. The question is not whether to continue to treat or 
give up, but to learn how to bear sickness well and ultimately how to die well. In this respect, 
our thinking about illness has not made much progress in the last 2,000 years. 


Prioritisation of the individual response to illness once again became key in some quarters. 
In twentieth-century debates about coping with stress, for example, Hans Selye’s emphasis on 
deviation and diversion in order to cope with stress, echoed Seneca’s strategies for coping 
with pain and illness, namely inviting sufferers to divert their thoughts from current suffering to 
reminiscing about pleasurable times./2 But individual responsibility is sometimes promoted in 
ways that are detrimental to the sick individual. This can be seen in the emphasis on ‘positive 
attitude’, culturally prominent in the USA, which Barbara Ehrenreich riled against in Smile or 
Die. The sense of helplessness and the accompanying patiency that characterises many 
experiences of illness may be combated usefully, or non-usefully, by appeals to the 
individual’s capacity to master the illness and other life events. However, this attitude differs 
in one important respect from the Stoic one: whereas ‘positive thinking’ suggests that disease 
can be halted or reversed through practices such as meditation, purges, spiritual purification, 


or prayer, the Stoics suggest no such thing. Responsibility lies with the individual only for 
what is ‘up to us’, namely, their state of mind and behaviour. They have no control over 
external events. 


The Stoic understanding of illness as a moral challenge, calling on us to use our reflective 
skills to cope with it, is one that requires deep philosophical understanding of the experience 
of illness. In the next section I would like to demonstrate how useful philosophy is for 
exploring illness, how it changes one’s way of being, what costs and opportunities it may bring 
with it, and what joyful and mysterious ways ill people have of obtaining that elusive moment 
of happiness: being undistractedly in the present. My methodological companion is 
phenomenology, the philosophical method for the study of lived experience. I begin by 
outlining what phenomenology is and how it illuminates illness. I show that when used to 
explore the experience of illness, this method returns us to the obstacle to happiness challenge. 
I then turn to a key question for all ill people, namely, can one be ill and happy? I end by 
returning to the Stoics in order to answer this question in the affirmative. 


As this chapter is part of a volume on the history of disease, it is important to note that the 
examination of lived experience is also integral to historical research and to medicine. In 
mental health, for example, such an approach encourages clients and health professionals to 
foreground individual experience and meanings rather than clinical categories. Lived 
experience is also a key feature of some ‘oral history’ or ‘life story’ approaches to the past. 
What these approaches have in common is the prioritising of lived experience, which endows 
individual standpoints with the autonomy and weight they may otherwise lack, and viewing 
such standpoints as epistemically authoritative. 


Phenomenology of illness 


Illness is a universal feature of human life, as well as having a dramatic impact on the ill 
person and those around her. Experiencing illness is a confrontation with our bodily 
vulnerability, our inability to control external events, and mortality.2+ Illness disrupts habits, 
expectations and abilities, often irreversibly. Because of this disruption, meaning structures are 
also destabilised and in extreme cases the overall coherence of one’s life is destroyed. Illness 
radically disrupts the fundamental sense of embodied normalcy in which one’s existence is 
rooted. Thus illness is a fundamental feature of human life, and its philosophical study reveals 
deeply philosophical aspects of human embodiment, the experience of space and time, and the 
interpersonal world. 


How should we_ study illness philosophically? I propose that we _ study it 
phenomenologically, by illuminating the experience of illness from multiple perspectives (the 
ill person, her family, medical staff, etc.), allowing a rich understanding of it to emerge. 
Phenomenology is a philosophical tradition inaugurated in the early years of the twentieth 
century that focuses on phenomena (what we perceive) rather than on the reality of things 
(pragmata). It focuses on the experiences of thinking and perceiving: how phenomena appear 


to consciousness.2* Phenomenology examines the encounter between consciousness and the 
world, and views the latter as inherently human-dependent; it is the science (logos) of relating 
consciousness to things as they appear (phenomena). The main aim of phenomenology is to 
study perception, cognition, and other aspects of our mental life, in a philosophical, rather than 
empirical, manner. Phenomenology is not a branch of empirical psychology and it does not ask, 
or attempt to answer, causal questions about specific mechanisms that give rise to experience 
(such as perception). 


In order to study illness phenomenologically, we require an approach that emphasises the 
body’s central role in human life and acknowledges the primacy of perception. Such an 
approach is found in the work of Edmund Husserl and Maurice Merleau-Ponty. Both thinkers 
developed a phenomenology of the body; Husserl in Division II of Ideas II? and Merleau- 
Ponty in his 1945 work Phenomenology of Perception.2* Merleau-Ponty’s understanding of 
phenomenology provides a robust account of human experience as founded on perception. 
Perception is itself an embodied activity. This is not just an empirical claim about perceptual 
activity but a transcendental view that posits the body as the condition of possibility for 
perception and action. For Merleau-Ponty the body is ‘not merely one expressive space among 
all others . . . Our body, rather, is the origin of all the others, it is the very movement of 
expression, it projects significations on the outside by giving them a place and sees to it that 
they begin to exist as things, beneath our hands and before our eyes’.22 As Gallagher and 
Zahavi write, ‘the body is considered a constitutive or transcendental principle, precisely 
because it is involved in the very possibility of experience’ & 

Both Husserl and Merleau-Ponty see the body and perception as the seat of personhood: 
‘Body and soul form a genuine experiential unity’.2” To think of a human being is to think of a 
perceiving, feeling, and thinking animal rooted within a meaningful context and interacting with 
things and people within its surroundings. As Husserl writes in Ideas IT, ‘a human being’s total 
consciousness is in a certain sense, by means of its hyletic substrate, bound to the body’.2® The 
unity of mind and body is thus paramount to both thinkers. This view sees the body as the seat 
and sine qua non of human existence. To be is to have a body that constantly perceives the 
world. As such, the body is situated and intends towards objects in its environment. Human 
existence takes place within the horizons opened up by perception. Merleau-Ponty calls this 
unity the ‘intentional arc’: 


the life of consciousness . . . is underpinned by an ‘intentional arc’ that projects around us our past, our future, our human 
milieu, our physical situation, our ideological situation, and our moral situation, or rather, that ensures that we are situated 


within all of these relationships.22 


The body is an enabler of action and experience, a condition for human experience, rather than 
an intentional object. But even when we engage in the most abstract of activities, the body is 
never completely effaced or even completely transparent, as some authors, such as Sartre and 
Zaner, suggest;=2 it is always felt and can move back into being an object of attention with a 
sensation as slight as an itch. More substantial and prolonged types of bodily demands call 
attention to the body in more distinctive ways. Such attention brings to light the body’s 


practical and metaphysical significance: the body is inseparable from, and the condition for, 
any experience whatsoever. Its foundational status with respect to experience is key to an 
analysis of illness. 


Disease/illness, objective body/body-as-lived 


It is useful to distinguish between disease and illness. Disease is a biological process affecting 
cells, tissues and organs. Illness is the experience of disease, the qualitative dimension of 
disease as it is experienced and made meaningful by the ill person. This includes the 
experience of receiving health-care, encountering social attitudes towards illness, pain, 
grappling with one’s mortality and negotiating what may become a hostile world. To take an 
example: if someone has cancer that is at a very early stage, but has no symptoms and no 
knowledge of the cancer, then that person is diseased but not ill: they have no experience of 
illness. Conversely, if one suffers from migraine and cannot pursue everyday activities but has 
no corresponding brain lesion, then one is ill, but not diseased. There is no currently 
recognisable physiological causal process (although one may be discovered), but the 
experienced suffering and impairment are no less real than if a known pathology were present. 


In other words, disease is to illness what our physical (objective) body is to our body as it 
is lived by us. This does not imply that illness that is not accompanied by disease is less real 
or less significant than an illness that is. Indeed, our ability to identify disease is contingent and 
changes over time. Hence I am not suggesting that an illness that is not accompanied by disease 
is less real but merely that we have not (yet) identified the disease. The epistemic restriction, 
namely our current inability to identify the disease, should not drive any ontological 
assumptions about the reality or severity of the illness. 


Physiological dysfunction matters to us because it causes pain or discomfort, or prevents us 
from doing certain things. Our only point of contact with disease is via our experience of it. 
But rather than seeing illness as secondary to disease we ought to view it as a primary set of 
phenomena that invade one’s life.2! If we add these two claims to the notion that that illness is 
a profound and near-universal experience, we can further appreciate the importance of 
understanding how illness impacts upon one’s life, how it changes experience, and how it 
shapes the life of the ill person, ultimately forming a ‘complete form of existence’ .4 

This relationship relates to a broader distinction between the objective body and the body- 
as-lived. The objective body is the physical body, the object of medicine: it is what becomes 
diseased. Sartre calls this the ‘body of Others’: the body as viewed by others, not as 
experienced by me.*? The body-as-lived is the first-person experience of this objective body, 
the body as experienced by the person. And it is on this level that illness, as opposed to 
disease, appears.“ This distinction is fundamental to any attempt to understand the 
phenomenon at hand: the ill person is only and ever the one who experiences illness from 
within. Thus the experience of illness contains a measure of incommunicability that should be 


acknowledged. 


The relationship between illness and disease is not simple. Illness may precede one’s 
knowledge of a disease: disease is commonly diagnosed following the appearance of 
symptoms. These symptoms are part of one’s illness experience and are lived by the patient. 
Disease may exist without illness (as in the cancer example above). Often we have both illness 
and disease, but the two do not perfectly cohere. For example, severe disease or disability may 
give rise to an illness experience that is experienced by the ill person as tolerable, due to 
adaptation.° So although the disease may be clinically classified as severe the illness 
experience is not as correspondingly negative as might be expected. This is of clinical 
importance because interventions ought to address patients’ lived experienced, but are often 
designed to restore objectively measured function. In other words, interventions aim at 
disease, but the relationship between disease and illness is complex, non-linear and poorly 
understood. 


The difference between the objective body and the body-as-lived emerges in illness because 
the body-as-lived is in large part habitual. Routine actions can be performed expertly and 
efficiently because they have become habit, and form a ‘habitual body’.*4 While getting ready 
to go to work, one rarely notices the multitude of actions and the expertise required to have a 
shower and get dressed. It is only when we watch a novice that we can appreciate the 
complexity of the activity and the expertise it requires. The ease with which we perform 
habitual tasks often disappears in illness as a result of lost capacities, leading to a need to find 
new ways to perform routine tasks. While retaining the know-how, the ability to carry out a 
familiar action is lost. 


The distinction between the objective and the lived body makes clear the fundamental 
difference between the two perspectives. The physician’s perspective means that they can only 
ever perceive the disease through observation. The illness experience in its first-person form 
is not accessible to the physician,=8 by definition, other than via the patient’s account. Taking 
the objective perspective may lead the physician to seek to treat the disease, sometimes with 
an inadequate understanding of the illness. The patient, on the other hand, can observe the 
objective indicators of disease but also has unique access to the first-person experience of the 
disease. In this sense the patient may have, at least in principle, an epistemic advantage 
because of access to her own illness experience and to the objective knowledge about the 
disease. 


This epistemic advantage often goes unacknowledged and the patient experience may be 
subsumed under the medical view or discounted because the patient has no formal medical 
training.22 The unique ability to oscillate between the two perspectives gives the patient a 
deeper understanding of the illness and the dual nature of the body, but this may also cause 
confusion and miscommunication. As the phenomenologist S. Kay Toombs notes, the 
physician’s focus on disease may clash with the patient’s primary interest in her illness, so 
although they may seem to speak of the same entity, they in fact refer to two different entities 
(disease, illness) and therefore have a communicative and interpretative gap.*2 


The experience of illness 


The experience of illness is diverse and constantly changing; it is bound with cultural and 
personal meaning; it can be idiosyncratic and difficult to describe, or even unshareable, as 
Toombs and others claim.4! There are tens of thousands of diseases and, even within the same 
illness, each person is affected differently by symptoms, prognosis, pain, psychological impact 
and impact on daily life. It may therefore seem like a difficult task to try to distil shared 
features of illness. 


Adopting a phenomenological approach, Toombs claims that the experience of illness 
exhibits a typical way of being.“* Certain features of illness are manifest regardless of the 
particular disease state. These, claims Toombs, are typical characteristics of illness. These 
characteristics are integral to the illness experience and remain at its core regardless of 
varying empirical features.*2 The characteristics ‘transcend the peculiarities and particularities 
of different disease states and constitute the meaning of illness-as-lived’.“ Toombs does not 
say whether she thinks the characteristics of illness are stable across time. Indeed, their 
reliance on culturally determined features such as freedom and control would suggest that they 
are not transcendent or ahistorical. I suggest reading them as characteristics that capture the 
experience of illness as it is lived today, in Western cultures, but that may capture a more 
general tenor of such experiences, for example, the sense of loss of wholeness which relies on 
fractured bodily integrity. 


Toombs lists five characteristics of illness: the perception of loss of wholeness, loss of 
certainty, loss of control, loss of freedom to act, and loss of the familiar world. These losses 
represent the lived experience of illness in its qualitative immediacy and are ones that any 
patient will experience. They cumulatively represent the impact of the illness on the patient’s 
being-in-the-world. The loss of wholeness arises from the perception of bodily impairment, 
which leads to a profound sense of loss of bodily integrity. The body can no longer be taken for 
granted or be seen as transparent or absent, as it assumes an opposing will of its own, beyond 
the control of the self. The ill body thwarts plans, impedes choices, and renders actions 
impossible. In addition, illness disrupts the fundamental body-self unity, and the body is now 
experienced as other-than-me.” Thus illness is experienced as a threat to the self; the loss of 
integrity is not only of bodily integrity, but also of the integrity of the self. 


The second kind of loss, the loss of certainty, ensues from the loss of wholeness. The patient 
‘is forced to surrender his most cherished assumption, that of his personal indestructibility’.~ 
The recognition of vulnerability and loss of certainty causes anxiety and this deep 
apprehension is difficult to communicate. Illness is experienced as a ‘capricious interruption’: 


an unexpected mishap in an otherwise carefully crafted life. 


This experience of illness as an unexpected calamity leads to a sense of loss of control, 
which is the third kind of loss Toombs describes. The illness in its seemingly random 
unfolding is experienced like a stroke of fate. This makes the familiar world suddenly seem 
unpredictable and uncontrollable. In addition, the ill person’s ability to make rational choices 


is eroded because of their lack of medical knowledge and limited ability to judge whether the 


health professional professing to heal can in fact do so.” 


This leads to the fourth kind of loss, the loss of freedom to act. The ill person’s ability to 
choose freely which medical treatment to pursue is restricted by her lack of knowledge of what 
the best course of action may be. In deciding whether to accept medical advice, the patient 
often assumes that the physician understands and shares her personal value system. However, 
the physician may often feel that it is inappropriate, irrelevant or intrusive to enquire about the 
patient’s values, and judges the clinical data alone to be sufficient for determining what is best 
for the patient. ‘Thus patients not only lose the freedom to make a rational choice regarding 
their personal situation but additionally lose or abrogate the freedom to make the choice in 
light of a uniquely personal system of values.’ 


Finally, the fifth kind of loss, the loss of the everyday world, arises from the disharmony of 
illness and its being a distinct mode of being in the world.*! The ill person can no longer 
continue with normal activities or participate as before in the world of work and play. A large 
part of the familiarity of the world arises from its sharedness with other people, which is now 
lost.22 The temporal dimension of one’s world is also shaken because future plans have to be 
adjusted in the light of a medical prognosis and the healthy past is broken off from the ill 
present.2° ‘The future is suddenly disabled, rendered impotent and inaccessible’.4 This loss of 
future further isolates the ill person from her hitherto familiar world. 


Once experienced, the life domains incurring these losses can only be tenuously re- 
established, suggests Toombs. Even if the deficits are restored, any such re-establishment is 
always accompanied by a sense of its fragility and uncertainty.2 The process Toombs 
describes is irreversible even if health is largely restored. This is not to say that a chronically 
ill person may not experience periods of wellness in between acute episodes or exacerbations. 
However, such periods are contextualised within the broader illness, and have been described 
as ‘health within illness’ or ‘wellbeing within illness’ .2° 

These five characteristics represent ‘the “reality” of illness-as-lived. They reveal what 
illness means to the patient’.2’ For Toombs, this model of illness makes the primacy of the 
person explicit, and not secondary to an objective disease entity, as the biomedical model has 
it. In this sense the phenomenological model of illness can better serve not only patients but 
also physicians, whose ultimate goal is to improve individual patients’ lives, not merely treat 
disease. 


I suggest that the loss of freedom is a pervasive feature of illness, and can be understood 
more broadly. Toombs focuses on the loss of freedom to make rational decisions on the best 
course of action in response to the medical facts. However, this loss exists in a much broader 
loss of freedom brought about by illness. The loss of bodily freedom, freedom to make life 
plans, and freedom from anxiety about one’s body is acute in both somatic and mental illness. 
For example, here is Arthur Frank’s poignant description of his cancer diagnosis: 


What was it like to be told I had cancer? The future disappeared. Loved ones became faces I would never see again. I 


felt I was walking through a nightmare that was unreal but utterly real... . My body has become a kind of quicksand, 
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and I was sinking into myself, into my disease.“ 
A similar closure of the future and of the freedom to choose one’s course of action and future 
goals is a prominent theme in mental illness. John Stuart Mill, who suffered from depression, 
describes his illness in his autobiography: ‘the whole foundation on which my life was 
constructed fell down... The end has ceased to charm, and how could there ever again be any 
interest in the means? I seemed to have nothing left to live for.’22 In this situation of acute 
dejection the freedom to pursue goals is effaced by the loss of meaning of any goal. Although 
he is free, Mill cannot seize any particular goal because of his underlying feeling that the 
realisation of any goal would be pointless. 


The loss of freedom is a pervasive loss, spanning the freedom to choose one’s future, but 
also a loss of freedom in the present. Many routine activities easily performed are no longer 
possible and must be either given up or replaced by an alternative habit.° Toombs has herself 
broadened the conception of the loss of freedom in her later work, where she describes how in 
illness bodily intentionality is frustrated and the relation between the lived body and the 
environment is changed, and how possibilities become restricted.®! The fuller account of loss 
of freedom in her later work stems from a more pronounced focus on embodiment as the source 
of meaning and locus of selfhood. In this view, illness disrupts the fundamental features of 
embodiment (being in the world, bodily intentionality, primary meaning, contextural 
organisation, body image and gestural display) and consequently, illness is experienced as a 
chaotic disturbance and disorder. 


An interesting question in the context of a volume on the history of disease is whether these 
typical features apply cross-culturally. It may be that in some cultures certain characteristics 
are not experienced because some values (such as freedom) do not exist in those cultures. 
Toombs’ features of illness should be understood as offering a general characterisation of the 
experience of illness as lived by fully conscious adults in Western societies. Applying this 
framework to cases of children, mental disorder, diminished consciousness, and non-Western 
cultures, is one direction for future development of Toombs’ seminal ideas. 


Health as transparency 


In the smooth everyday experience of a healthy body, the body as object and the body as 
subject are aligned and experienced as harmonious. We do not experience the difference 
between the two orders most of the time; they cohere and make sense as a whole. The 
fundamental bodily experience of health is one of harmony, control, and predictability. This has 
led some authors to describe the healthy body as transparent: we do not experience it 
explicitly as an object of our attention. When writing, we do not normally pay attention to a pen 
as long as it is functioning. We similarly do not pay attention to the hand that is writing. Our 
attention is focused on the task we are engaged at: writing a letter. Or, take a more explicitly 
embodied activity: if I prepare myself to catch a ball I do not focus on my body but on the ball, 


trying to anticipate its trajectory; my body simply ‘follows me’ to that point. 


In such normal everyday experiences, the physical body is not prised apart from the lived 
body, and the experienced functioning of the body is natural, pre-reflective, and effort is 
experienced as normal or enjoyable. Sartre and Leder describe the healthy body as transparent 
or absent.“ According to Sartre: ‘consciousness of the body is lateral and retrospective; the 
body is the neglected, the “passed by in silence”’.© And Leder writes: ‘while in one sense the 
body is the most abiding and inescapable presence in our lives, it is also essentially 
characterised by absence. That is, one’s own body is rarely the thematic object of 
experience.’© 


This transparency is the hallmark of health and normal function. We do not stop to consider 
any of its processes because as long as everything is going smoothly the body remains in the 
background: it is the vehicle through which we experience but not the thematic focus of 
experience: ‘The body tries to stay out of the way so that we can get on with our task; it tends 
to efface itself on its way to its intentional goal.’®’ This does not mean that we have no 
experience of the body but, rather, that the sensations it constantly provides are neutral and 
tacit. An example is the sensation of clothes against our skin. This sensation is only noticed 


when we draw our attention to it or when we undress. 


Although we may have moments of explicit attention to the wellness of our body, for 
example, when a headache goes away or while exercising, it is when something goes wrong 
with the body that it moves from the background to the foreground of our attention. When 
functioning normally, our attention is deflected away from our body and towards our 
intentional goal or action. It is not that the body is absent but, rather, that our experience of it is 
in the background while the object of our focus is in the foreground. ‘The body is in no way 
apprehended for itself; it is a point of view and a point of departure.’ 


When we become ill our attention is drawn to the malfunctioning part. The harmony between 
the objective body and the body-as-lived is disrupted. Leder contrasts the healthy, absent body 
with illness and other situations when the body becomes an explicit object of negative attention 
and appears as a ‘dys’(function) of sorts. ‘In contrast to the “disappearances” that characterise 
ordinary functioning, I will term this the principle of dys-appearance. That is, the body 
appears as the thematic focus, but precisely as in a dys state’. The body can dys-appear as 
ill, disabled, aesthetically flawed or socially awkward, objectified or sexualised, or as 
attracting negative attention from others. 


The transparency of the healthy body is somewhat idealised in philosophical descriptions of 
health, since this transparency is often pierced by experiences in which the body comes to the 
fore. The first kind of such experiences is social experience of one’s body as it is perceived by 
others. Sartre’s analysis of the gaze (or look) as annihilating subjectivity and objectifying the 
gazed-upon person’s body, which becomes an object in the other’s (the subject’s) field of 
vision, recognises the tension between the naive, unthematised body and the social body.2 


Transparency is lost in any encounter in which the other’s gaze posits a subjectivity within 


which my own subjectivity is subsumed. This is ‘transcendence transcended’: my own being as 
transcendence is transcended by another consciousness.“ ‘My being for others is a fall through 
absolute emptiness towards objectivity . . . myself as object . . . is an uneasiness, a lived 
wrenching away from the ekstatic unity of the for-itself, a limit which I can not reach and 
which yet I am.’2 And Leder writes, ‘a radical split is introduced between the body I live out 
and my object-body, now defined and delimited by a foreign gaze’.4 In this view, social 
existence of its very nature disrupts the transparent, effaced state of the body. 


Even in normal everyday experiences, where objectification is not a primary mode, there 
are many ways in which the world resists us. Often the interaction between us and the world is 
smooth and regulated by familiar behavioural repertoires. But even in health the world may 
resist this smooth articulation and require conscious awareness. The small knocks and 
resistances that we encounter in little accidents, bodily failures, and bodily needs, disrupt 
bodily transparency in minor ways. 


However, these experiences are contained within a normal everyday and are experienced on 
a spectrum of familiar, if frustrating, bodily failures. Illness, by contrast, creates areas of 
dramatic resistance in the exchange between body and environment. Even if the transparency of 
the healthy body is somewhat exaggerated, and that transparency is frequently disturbed by 
social interactions and bodily failure, it is still the case that our body serves as a medium 
through which we encounter the world while remaining in the background. The body ‘plays a 
constitutive role in experience precisely by grounding, making possible, and yet remaining 
peripheral in the horizons of our conceptual awareness’. 

There are two ways of thinking about the relationship between the healthy transparent body 
and the conspicuous ill body. One might think of the two as lying on a continuum. It is simply a 
matter of degree of vulnerability and disruption. We can also think of the two as discontinuous. 
This view sees health and illness as distinctive states in which modes of being and experience 
are radically different. I suggest that the discontinuity view is more compelling. Although 
everyday experiences certainly include occasions when the body is explicitly thematised, and 
thematised negatively, these experiences are not the norm and do not fundamentally modify 
one’s tacit sense of trust in one’s body or disrupt the habitual body. 


The ill body, which becomes conspicuous like Heidegger’s broken tool,“ takes over one’s 
way of being by constricting the range of possible actions and hence restricting the number of 
projects available to choose from. It also constrains actions chosen. The activities of the 
healthy body enable projects, while the activities of the ill body disable or devalue projects. 
For example, if a healthy person goes sightseeing in London, they will experience hunger, 
fatigue and other bodily needs. But the sightseeing will not be shaped by these needs. For an ill 
or disabled person the possibility of sightseeing must be conceived within the constraints of 
the illness or disability. Projects are not experienced perspicuously as pure projects, but as 
projects weighed down by concrete considerations and practical arrangements. 


On the other hand, even a transient case of a headache can bring to light the tacit sense in 
which all projects ultimately rest on bodily abilities. However, I suggest that such self- 


limiting ailments fall within, but do not modify, one’s being in the world, whereas serious 
illness by definition modifies the ill person’s way of being. It is defined as serious, in part, 
because of its phenomenology, that is, its life-changing and sometimes life-limiting impact. A 
headache will make my head conspicuous, and will be experienced as the frustration of an 
action, but it will not permanently and radically modify my bodily- and self-experiences and 
understanding in the way serious illness does. 


Let us look at Sartre’s example: I am reading a book and while doing so the body is given 
only implicitly. Then my eyes start hurting. The pain is not perceived separately to the project 
of reading. Rather: 


this pain can itself be indicated by objects of the world; ie., by the book that I read. It is with more difficulty that the 
words are detached from the undifferentiated ground which they constitute . . . consciousness exists its pain. . . pain is 
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precisely the eyes in so far as consciousness ‘exists them’ . . . pain in the eyes is precisely my reading. 
However, as Sartre himself points out, when the pain or illness recede, they disappear for 
good.“ Minor illness and pain rise and then subside again, without fundamentally altering 
experience. But a fundamental change is brought about by serious illness: it changes one’s 
embodiment, bodily habits, and ability to plan and pursue goals, and the freedom that normally 
accompanies choice. 


Although the two modes of existence (the transparent body and the conspicuous body) are 
distinct and indeed contrasted, they still mutually imply one another. First, the appearance of 
the ill body (Leder’s ‘dys-appearance’) is made possible because of the disappearance, or 
absence, of the healthy body. As Leder notes, ‘it is precisely because the normal and healthy 
body largely disappears that direct experience of the body is skewed toward times of 
dysfunction. These phenomenological modes are mutually implicatory.’®2 Second, the contrast 
is not intended to deny that there are neutral and positive ways in which my body appears to 
me in health. The experience of dancing in front of an audience, for example, may be one in 
which pleasure is gleaned from the explicit thematisation of the performing body. 


In such experiences, pre-reflective experience may be accompanied by an explicit 
appreciation of the positive feeling. Dys-appearance is qualitatively different from these 
experiences, as it has the character of a demand. The body does not appear simply to note its 
pleasurable state; it appears with a sense of urgency and a demand to do something about the 
pain, discomfort, or nausea through which the body comes to the fore. ‘It would be a mistake to 
equate all modes of bodily thematisation with dys-appearance’, Leder notes.®! It would equally 
be a mistake to think that positive and negative ways of appearance have more in common than 
the explicit thematisation of the body. 


Conclusion: illness and happiness 


Let us now return to the obstacle-to-happiness challenge. Could we attain such happiness 
within the context of serious illness? This question would be answered in the affirmative by 


the Stoics. Epictetus writes: ‘What is it to bear a fever well? Not to blame God or man; not to 
be afflicted at that which happens, to expect death well and nobly, to do what must be done.’& 


For the Stoics, given our lack of control over external things and the fact that the possession 
of virtue is necessary and sufficient for happiness, the absence of health does not preclude 
happiness.®° Bearing illness well, and acting in accordance with nature, would enable even a 
severely ill person to be happy. Although we typically prefer health to illness, because it befits 
us, it is not a good in itself. Even in the absence of health, happiness is not only possible but 
graspable. There is no reason ill people cannot cultivate an ‘excellent disposition of the 
soul’. This can be done by cultivating a focus on the present moment, within which happiness 
can be achieved. This focus comes from an attitude of attention, vigilance and continuous 
tension concentrated on each and every moment. Marcus Aurelius trained himself to focus on 
the present moment by telling himself: ‘this is enough for you’.®? ‘Enough’ in two interrelated 
ways: enough to keep you busy and enough to make you happy. This spiritual exercise of 
‘delimiting the present’ enables one to turn attention away from the past and the future, in order 
to concentrate upon the present moment. 


The present suffices for our happiness because it is the only thing which belongs to us and 
depends upon us: recall the emphasis on virtue as self-sufficient for happiness.®° The past does 
not belong to us, argues Gill, since it is definitively fixed; the future does not depend on us, 
because it does not yet exist.24 The present, in contrast, does belong to us, because it depends 
entirely upon our will: as long as we harmonise our judgement, action, and desires with 
universal reason, we will be happy. And since it depends entirely on our will, and not on any 
external factor, success guarantees immediate and complete happiness. 


Contemporary empirical work on happiness has shown that illness may be a challenge, and 
even an obstacle, to happiness, but that health is not a sine qua non for human flourishing. An 
example of this is a study of renal patients undergoing haemodialysis and healthy controls.® 
We would expect renal patients tethered to a dialysis machine and often incapacitated to be 
markedly less happy than healthy controls. But in fact, both groups reported a similar level of 
well-being.22 Both dialysis patients and healthy controls overestimated the impact of 
haemodialysis on well-being and both focused too much on dialysis as affecting patients’ well- 
being more strongly than it actually did.22 The relationship between disease markers and 
illness experience is also less clearly correlated than one would expect. For example, there is 
a surprising lack of correlation between disease severity and the level of subjective well- 
being (happiness) that patients report.2! This may be because life events in general impact less 
on our level of well-being than our genetic disposition, as ‘set-point’ theorists claim, or 


because of hedonic adaptation. 


Contemporary empirical work tallies with the Stoic view that happiness is possible even 
within the context of serious illness. Researchers who measure the impact of illness on the ill 
person’s well-being find that in qualitative studies patients voice many positive, if unexpected, 
features of illness. They describe it as an opportunity for growth and self-discovery and as 
providing them with a new appreciation of life.2? These unintended effects of illness surprise 


many, thus providing evidence for the importance of phenomenological accounts of illness and 
further elucidation of such accounts. 


We can now point to an important future direction for a phenomenology of illness. It must 
broaden our conception of happiness by providing a rich account of flourishing within the 
context of illness. What remains for us to actively cultivate, and on this modern-day 
psychologists again concur with the Stoics, is our virtues, our response to life events, and our 
capacity for well-being. Compare contemporary practices aimed at increasing well-being, 
such as gratitude journals, with the Stoic askésis. Both aim at modifying what is within our 
control: not life events, not disease, but how we respond to its challenges. Cultivating the 
capacity for reflective coping with illness is a pivotal skill for ill persons. 


Epicurus concludes: ‘he who says either that the time for philosophy has not yet come or that 
it has passed is like someone who says that the time for happiness has not yet come or that it 
has passed’. Reflection is key to happiness and happiness is possible within the constraints 
of illness. What we need is a sensitive and comprehensive account of the richness and 
diversity of illness experiences, which phenomenology can provide. By marrying Stoic 
philosophy with the methods of phenomenology and applying both to illness, we can achieve a 
nuanced account of illness, allowing for the possibility of happiness within illness without 
belittling its harmful impact. 


Returning to the historical focus of this volume, we can use this conclusion as a springboard 
for reflection on historical methods for the study of illness and disease throughout the ages. It 
suggests that attention to the ways in which illness, well-being and happiness are experienced, 
understood and narrated would help us in understanding the complex relationship between 
these concepts. A two-way dialogue can be opened up: the phenomenological analysis of 
illness would benefit from an increased awareness of how these conceptions change across 
time, cultures, and disciplines; and medical history would benefit from a robust methodology 
and conceptual framework through which to study illness. The relationship between the general 
claims of philosophy and the focus on the particular which characterises much historical 
research need not be one of tension. Indeed, it suggests a key methodological challenge to both 
disciplines: how can we combine awareness of difference and context with appreciation of 
sharedness and generality? I suggest that this challenge invites humanities disciplines to enter 
into dialogue that could promote the mutual illumination and questioning of core 
methodological assumptions held in each discipline. 
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